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3utt0tc iinb altetSotengcAbtt fif^anfeln an eincm ®ca&. 



hunger Xofengcdbcr: 

t)er (Sotnmec ^06 fic^ Idc^ctnb auf bas ^aupt 
X)cn blauen ^ran^ ber leucfjfenben ^^anen. 
Q3ecfonnen iDei)n bes JptubftiDiiib^ ecftc ^a^nen, 
Die tpeigen S^ben, fonnenglutfbeftaubt. 
^egnobet fc^manfen in ben fc^meren ®Iuten 
2>ie 6lonben ^el^cen liolber Sntii)f befc^mecfen. 
Die fdli0 einfi fiii^ nad^ ben @tra|Cen fe^tten, 
Seu0en ba0 ihtte* 100 fie alB ^inbet ttt^fen. 



%lUt Sotengraber: 

Die @onne ift erfuEf t)on OUdDenfc^ceien. 

Die bcaunen ^Coftec taumeln trub juc (Sirbe. 

Die 90[lenf(f)cn ge^en gcrn gebrangf gii gmeten 

DHlf beg Septembers grdm[iLi)ec ©ebnrbe. 

©in $unb belTf bunbifc^ qu6 ben fallen ^olfem 

^on fc^auerlic^ei ©infamfeif umgebcn. 

Ueber ben 3Qftenfif)en manbcin meig bic OToIfcn 

Unb mtffen nic^td t>on ^ecbft unb Xob unb £eben. 

Sunger Sofengrdbet: 

Det ^erbft ift fug. 3d) t^inee i^n tvie 2Bein. 
2(c^ einmal n>erb ic^ bun!e( unb befeffen 
Son SB&cmecn unb t>om (SngetUng gerfceffen 
2>er arme Scubec biefec 0c^meftei: feiti: 

QlUer Xofengcdber: 
Die ^Idttec rafc^eln fi^on bad je^nte 3a|^t« 
Dag ic(^ an ©cdbem tuie ein Sergmonn gco^e. 



Unb id^ benel^tne (fic^ettib unb ge^aSc 
SSXtii^ in ben @f^en!en n>ie ein ^firgec gac 
jTeln ©fatten fHSU Don biefen fc^marjcn Jtraijen 
3n mefnci^ 3^"i^crs 2Bo^tgcborgcn^clf, 
2Benn t)on S^aben, (Suten ober ^augen 
!Dic gangc Dlac^f »or mcincm S^nfter frf)reif, 
®rlr>a(f) Id) nur, um ^6(f)ffen0 mic^ f4neu^en* 
©enn gegcn ©ulencuf bin ic^ gefeif. 

iiberfc^relf mein jiingftefi ^inb im Xraum. 
^er Xofenn)urm ffcEf nlc^f In meinem 9?num, 
Unb Surest Decebbt t>ot mit toit SBellenfc^aum. 



hunger Sotengrdbet: 
Dltid^ o6ei: fc^auberte, menn bie 9taben fcdc^jen, 
Unb menn bed ^)^lac^t!g {m Sltonb ein ^d^atUn ftel^t 

afmc fc^^mer. Unb mclne ©eufger ac^gen, 
53is fie etn Cdc^ctn t>on ber Q33anb Dermc^f. 
©orf E)dngf im fallen £id)f, im gotbnen S^a^mcn 
DTtein (5inn- unb ©fcrnbitb, bem mein Qluf bU(f gilt. 

ec^ miH im (Sufen nimmerme^r erla£)men, 
bin 3um ®ufcn fmrncc mel^r gcmittf. 
©Idngf i^ce ©firn mlr nur, bie emigc 2(mpel, 
, Unb fonn idi) mid) in ©onnen i^ces 35Ud!i — 
(Snirubect ^^aron unb Decbunftet ^t^]c, 
Sr^on^ ic^ i^cen ®ii^i:iet nuc auf bent Stiti^, 
<5{)i^ id^ bie S^ren mie bee i^afe Sampel; 
©in !Ieine0 Xni^, hta fie einft fallen licg* 
©ta^l ic^ — bam it al& $ofiie ic^6 t>ere^ce. 
5\n {ebec ^icc^e mtrft ed mid) aufd S^ie|, 
5" alien ©rfern bau ic^ l^r 2llfare. 

iiberall blti^f @rb- unb iplmmcbmonne, 
^enn uberaE anbef ifS) bie DTtabonne! 
9Hu6 id) in ^falmen nic^f bas Ceben prelfcn, 
5)a fie boc^ Icbf im Cic^fc, ba« mlr gldnaf? 
©ie ift C0, bie mlf falfer^affen teifen 
©ebarben meine fc^tt)cre ©c^mermuf Jrdnjf. 
2aB meinen 2Irm, ber fd)tt)er blc ©c^aufel fd^mang, 
0lc^ t^ogelleic^t in golbne ^ecbftluft ^eben. 
®ing. Uebe ®eeU^ oeSnen mobgefang: 
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@ i e Itht fd^oti taufefib @tt>ig!e!f eit Idtig, 
Unb taufenb (&tolQttittn wttb 14 UbettT 



fiaft bu gemdfdi in Me Sdng uitb Sti^itiK 
£00 ®sah, Ob «tf bte Sotfc^rift auii^ tfiitfprid^f? 
3m ^agflftsat (!tib ft>unber(ic^e Ceute, 
aBetin einen bofen ®tei£( ber Qahit (lttt(t 
(^r migt bad ©tab bit tioc^t £tum mig Unb ^(i^ttitt 
J)u fpringft mir t>iel gu melt — unb fii^Ifi e§ nid^t 
X)a0 ©cabmer! mill bebac^figed ®eflnbe» 
©ag lebcr fcfnc Wd^fe Stu^ftaft finbe. 
^ie mucbe tvo^l bee bcaoe burgee geiftetm 
3Benn ec in einem ®tah, has Did gcoft 
suit me^enbem ©emanb unb ruE)e(o0 
©egmungen rvav, efn ^tieflge^ meiftecn? 
.6cin Ift bfe ^dlgcrne, ble ftarre Wi^^f' 
Die fiii) pridmatifcl) an ben 20dnben bcic^t. 
gunf ^c^rific Cang, gmel fc^male ^d^tim btt^U 
SBiU C0 be0 SSficgeritt aOSo^UraogenMl* 



X>iz gan^e ©rbe mfc gut 6tlkl^e0fiottl 
t)aB if^ al0 ©eift In tieffle 2:iefe follte, 
Unb bag mein runbet iS^ofenfdbdbel roSfe 
93oin tiefften Sneer sum ^dc^ften %cavat 
$euf fc^mSmmcn S^W^ gmlfd^en mcincn Dtippen, 
Unb morgen ^ing ber DTtonb mIr im ©ebein. 
^euf regfen galfec flc^ auf meinen Cippen 
Unb morgen luurb itf) 2Beg fiir QBurmer fclrt. 
®0 mdc im Xobe auc^ meiti ^eilig 0ti:ebcn: 
2)ie £ebenben lebenbig |u belebeni 



Sliec XotengtSbec: 
@o fpric^t ber bungling, ben not^ (Seuf^er cd^irenl 
Dem felbft ber graue Dlebel ^aubrifd^ na^t 



Digitized by Google 



V 



f(f>e!nf ber 5inftecni|Te buffrer Vfab 
rjn t)elifte ^elligfeifcn noc^ fii^cen. 
Sas 3f[fpr mel^. n?enn es t)lec (Ecbe loirff, 
5)a6 es DecgebOcf) nad) bem ©runbe fc^iirff. 
323ir merfen ^cbe, mif ber (Srbe: ^^eifen, 
SB3\t blcte ipaufen @rbe marf Id) fdjonf 
34) tt>ei6 gemig, c5 mirb mein Snfelfo^n 
dlod) irnmei (^rbe in bie £ufte merfen. 
90oau? 93er(eto fidto ^ 6ebeifenl 

S)u IfigftI ^et Sob iffc eine fc^toaQe Vfocte, 

Sie nni» t^ec^uKf in neue dtfiutnt tpdfi 

SQB^fe {cntanb, ber burd^ due $6^[e reift, 

Unb bem ber ®laixbe an ba0 Eid^t fii^on bonte, 

3(uf eintnal jubelnb bie (Srlofung preift; 

ftoum tcaut er feinen bunt bebUtiEten Q31icten: 

Cin reinerer ipimmet mill i^n J)ccf) bcglurfeni 

©0 (ft ber Sob gemig cin anbrc£"> i^eben. 

2Bir murben '^Bolte, (5tern. ^ieEeic^t auc^ Xiec. 

©oc^ miffe, 2(Ifcr: mir flnb Immer mfr, 

Unb Iras \id) immer mag mIf uns hcc^tbzn, 

Db tvit Decftauben ober mif ben £Reben 

3m ncucn grueling blii^enb una cr^eben: 

Ser (3ei\t, ber biefe^ Qev^ ^ier poc^en Idgt 

^uft immec neu sum ^uferfte^ungdfeft. 



3((fet £oten0tS6er: 

SBeraegt ba« 0c^aufe(ti nic^tl 3" Stunbe 
23irD ^ler ein f^mntser ®arg ^inabge(ettet 
^c^on mac^t ber junge iperr bort feine Slunbe 
Unb focf4»t ob fein (ieUebte0 fanft gebeltef. 

hunger ^Xofengtaber: 
3c§ ^dre UnEen rufen, ©ulen fc^cdn. 
w Ifi bofi^ blauet So0? Unb miu^ mbtinfeU 
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T)\t (Sonne flc^ mff Slaffem dlehdfud^? 

^at i^rc gacfcl nicf)f nod^ ^oc^ gefunfelf? 

23cr mag, ber fic im (Snnbe I6f(f)fc, fein? 

3n meincm DTtunb gcfriecf ein garter ^iud) — 

jbod^ ift0 an un5, ben iungen ^ecrn icofien — 



2(lfer Xofengraber: 

(gr fel gefroffef. Dcnn feIn 293el6 ertdften 
Die leifen ©cnicn t)om eiuigen Cclb. 
(Sin ^eiger Oommer mar bem ©liicf geluel^t; 
2)et §ecbft ^af blefes Qle^rengtucf 3crE)aun. 
3331c (angc micb baiiern, 35Gfter, gtaubf, 
^Da ru^f in intern ^ett ein anbrcs ipaupf, 
Unb mar bad erfte blonb, fo ift ed braun. 

mag fein ^albed Seben unbemeibt fein 
Unb (aOb 6efee(t unb ftleiii^fQm ^al6 beUibe fein? 
Die $5nlten3 ber^fnbect bai( Xfecbaun. 
Cin ipomie0 20ei6ii|en na(i|<0 fm %tm %u ^alUn 
3fl Beffet fm fniten ®ca6 erfalf en. 



ganger Xotengcfibet: 

(in btm tDonbelnben i^emi) 
2Jer3eiE)cn ©ie, bag mir mcin 2(mt gebiefef, 
2[|t liebfted 2id^t mit <Scbeju ^eftceunl 
fear id) ein Dtagcl, jenem 0arg Derniefet, 
?\fh tufirbc nic^f bor bem Q5egrabnid fif)cunl 
ricp n?3r bid an ben jungften Xag gemlefef 
Sen ©Hebern 2Bacbfer, bis> fie flc^ ecneun. — 

lann nur arme Wovte acmlic^ ftammeln 
Unb Xrdnen gu bed ®tab^ Q3cgie|ung fammeln. 

bin ein f^cuer OTcnfc^ mie (5ic, gebocen 
Son einer OQHutfcr, bie in 20e^en fc^rie. 
Unb bin gum ©cdber ^l)tt6 ®iM& erEoren 
Unb bin on biefen milben ^c^rnerg t>er(oren 
8c|!nnttn00to0 unb finnUd^ mfe ein 95ie^. 
IBeraei^en <9ie» mein i&etr, unb glauben @ie, 
10a% toie ein Smtaing 3^re £aia( fii^ telle, 
2>ii| kasifid^ Ic^ in $fyttm J^erjen meile 



Unb boB in aHec ©tplgfelt It^ nit 
Da0 (Slenb biefeg XO90 l)ergefTcn mcr&t. 
2[uf mclner 33iLift \a laftef biefe (£rbc, 
^ie ic^ t)ecbaniiiu bin, auf ®lu(£ ^aufen. 
Select ^iB Uln ®ott miii^ tpiebcctfiufen? 

t)et juiige ^>etK 

^dre bie DHupf, nat^ bee mic (an|leit* 
^dc bein 61aued (^eiben!teib. 
Q(uf melc^e ^inirneir)o^en ^uppetn pfCaniten 

5B{r nic^f bas banner ber ©lucffpngfclf. 
hinn nic^f fnffen biefe Lccrc (5c^aU, 
id) einft noU burcf) bie 'Paldftc frug. 
@5 flnb fo Dietc (Sctit^er Eiicr im (Sarile, 
(5eitbem ic^ bic^ um beine Eippen f(ug. 

9((ffv SofengrflSer: 
(&xtoa^m @lel ®ie fc^meben In Stegfonen^ 
3(tt0 benen of^ e« fefn Sui^'^i' nie^i: gibt 
Sebenfen &it, bojl @te auf @rben tpo^ncn, 
Unb bag fo mani^e @eele @ie noc^ Ue6t 
@ie ^a6en in ben auferlegfen ^Pf[||l^ieii» 

Sag* unb Stac^tioecf cebUc| ju i»mfi$ten. 

t)er funge ©err: 

@0 nannfen t>iele 33ecfe beinen Dtamen 

Unb manege OToIer fyahen bitfj gemntt. 

X)ie fc^mergUrf) bleitf) belncm Cfic^eln tamen« 

0ie gingen Pnqcrib unb t>on bir beftca^If. 

j^loffen leic^f pc^ fclbft bie fc^merftcn 2Bunben, 
^er acme (Sflnbec macb nic^t ine^u i[>erbamnit. 
Unb in ben beften ibcct bunfCen @<unbfn 
9ffl bu In 1^ Sfifai oufgeflanmil. 

Sanger Sotengr^tMf: 
O mie ic^ (5ie begce^^e, baft <3ie (ounteDi) 
!0a| 3^ct tco^e £l|^ UttMli^ (aJUl 
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^ier auf bem i^tlebt)Df. ^ai)ie Airaii^e baumeln# 
Unb manc^er ktQu^ \v\e eine '^Jeitfc^e tnaEt 
2Iuf mancBcn ®rn6ern lucic&ft ber tpilbe 9^oggen, 
2(u0 mand)en ©inbern tCingcn gtette ©locfen, 
Unb inanc6er ©rabftetn mie ein 35u6er loaEt 
5)er 5^nrtTet)n[ be& Xobes ift fo fif)audci, 
Unb me^c als ©ic ben Renter, iperr, bebaur ic^, 
t)eir acme ^Itenfc^en tixinbelti mug Sngeln, 
3nbem ec fit toft 9Cumen fopfe mif f)enge(n. 



^tter XotengrfiBec: 

95efrac&ten ©le nic^f ate 35crnie|Tcn^cU 
Die Sitfe, bed ^erafd^lagd gu ecfnnecn. 
0ldgen itod^ innen ®iel 3" 3^ceni ^[nnecn 
©pdegt fc^on bfe SBSnt^d bee SBergefTen^eit 
©c^on tDiS bie fiunge tolebet tiefec atmen, 
3ii intern ^audy t irmc^n ble fc^dnftcn S^afmen. 
@ie ge^n t>om ©cabe burc^ bie lauten ©ajjcn, 
@o man(i^e ipanb mirb gart nac^ 2(^nen fa|fen. 

©er Heine ^ubel toitt gemactef fcin, 
5BfeC[eirf)f ancb bringf cfn ^cifreg 5linbeccubel 
DQItit Oieifenfpiel in 3^)^^ Srauec ein. 
Der DHilc^mann fc^reif. (£0 raud^en grau bfe (£f]( 

toeife: (5ie toerben 3E)ren (5tf)merg t>erge([en. 
Senn gdb es bas QSergejJen nitf)f auf (Srben: 
(Sd tvucbe nic^t ein DKenfc^ gebocen merbent 



Deu junge §erc: 

Stf Ift fefn Uto^t bem OTanne, bem ber ^otz 
de bunfle Dtad)iiLt)t ubttn ©ftcid) lief. 
SS5{e ift auf einmal ^ecbft? Wof)tt ber cote 
tisib tDilbe SBein^ufc^, bee nod^ fommet^t f^Qef? 
6le ttogen bucc^ ble Mumt etne ZotB, 
300 geftecn fie noc^ (eiii^i unb Uc|e(nb Ilef. 
^c^, mem bee DTTenfc^lieft ein^lgecSuenfc^ gecauSti|l 
WU bet mit <2^cbenofc^e gans b^taubt ift 



SItfr BIei6t nfc^td anbered ala b\d) fucgen 

gn 3CcIf unb 2?3icfc, 355lnferna^f unb 335fl[b. 
ait beinen (Bc^affen icf) l)iec 6ei ben Q3>uc^en? 
2Id) ic^ umarme eine ^e^lgeftott. 
^[i^ atme biih in ^uften unb in ^u^nu 
[c^ ^0t elit Koci^en. bM auB Mc erfc^attt 
"fo bift btt, (Sngel? 016 dn goltneft Scic^s"' 
Dag mdne SBocte beinen X^ton ecreli^en. 

meig gemi|: e& wkb an einem £090 
dlad^ bit bit @e^nfuc{)f mid) gecrefgen gan). 

Sc^ Sin |a nuc nod) Xcdnenfrug unb ^[age. 
'on beinem ®Ian^ ein fc^mac^ec QCQiibecguini. 
ftc^ mQnfii^te* bag in bie 5l0ol!en rage, 
$ir naE) 3U fein beim eblen @nge[tan^ 
(Scfle^e boc^ t>on bclnem Clebesgoffe, 
Dag er gu bit mid) ^cbe and ber Dloffe. 
2Bo^in ic^ fe^c. fc^ id) beinc Clnfen: 
Den Q5oget borf bemecien fie im S^^fl* 
0ic fc^micgen fic^ on jenc fd)tt)argen 'Pinien 
Unb bilben fenen O^aud) am ©ott^acbgug. 
Difi^ trdumfe Deutfc^Ianb. Doc^ fn SCrgenffnien 

eft eIne Stitd^ bie bein ^llbnto tcug. 
n ben 9[ltabonnen itaOenffii^er SQteffbc 
9teg!erf bein fifi(i|e(n unb bad beiner ©eifter. 
Dec ®ott bem wk bie ©eUgfdt DerbanCen, 
Dad ^d^fie ®Itji{ Decfagte er uns$ boc^: 
^[n ein0 Decfd^lungen n>ie bie Dtebenranten 
|u manbein burd^ bas 9tegenbogenjoc^. 
►arum niii^f fancen unfre jungcn fc^tan!en 
£eiber gemeinfam in bad bunfle 2od)? 
QLn beinem ®rabe ic^ bad Unhaut robe. 
Der Ueberlebenbe ftirbf Diete Xobe. 
£ag mic^ an meinen ©c^mec^en blaffer flec^em 
(5o fterb id) fetlg, 35(onbefte, an bic. 
28ie ff^neifen^aft bie tcuben Xage fried^enl 
2!fie [angfam USUeet ts^ {Id^ im ^reoiecl 
SBerb id^ im Sufcl ben neuen ScugOng riei^en? 
2>ec SS5infer tt>intf mif iDeifiem fioten roiv. 
Die legten Xbm meiner ^arfe fifmm id^: 
O ftSU meinen Durft nac| Sob unb nimm miil^I 
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hunger SoiengtASec: 

(£r3Qt)len (5ie Don 3^ec {ungen ^rau, 

ic^ mit Xrdnen itifd^ toie eine Wabt 
^rffiffc unb ba§ ic^ fie fief begraSe 
3n mefnem ^ec^en. Da^ bie 20elt ic^ fc^au 
Slur noc^ mif 3^rcn 2(ugen, ben ocrrocinfen. 
DKif 3^rer gauft fie pacfc, ber oerftcinfen. 
2Benn mir un^ briiberliif) an Jpfinben ^aUen, 
©inb iDic befd^igfec ben E)D^en (5inn, 
Die E)o^e ©firn ber t)olben ^onigfn 
3u bilben^ m evtenntn, geftalten. . 



Der lunge iperc: 

Ddtan hxa^tt fit, bit Slonbefte bon aEen, 
Sot dner 993oii^e In ba» ^oJpftoL 

Sanit c!6 tB toie ein ^irang tnit efnem SQXoL 

mugte fij^Iuc^jen^ in bie .^niee faQen 
Unb blicfte in eIn unergrunblic^ XaL 
Unb meine lo^gecifTnen 2Iugen fc^melfen 
3n dnec Xiefe; bie fie nic^i begreifen. 

Pilfer 2^oferrgrSbcr: 
33llt ift ©QmboLiE biefer 2(rt tieiduflg. 
(5ie fc^eint beim (^c^etben k)pn ^5ectDanbten ^ou^g. 

3unger Sof engcabcr; 

©0 fpcec^en ©ie bod), ^eci, ©|e fatten: blonb? 
^id^t xoaf^t: Don efner cmigen (^onn befonnt? 
Unb lf)re 5Iugen rule ber gruE)nng btau? 
2Ic^, Jpecr, aucf) id) tieb eine blonbe graul 
TLud) id) bin uon bem blonben DItonb be^tra^lt 
3(ui& meine S^nfiec flnb mit ^lau bemoU. 
SUicb mdne $(inbt icren of^ In &M^ntn, 
Die fie fo (eid^t ipie ®pinneiDeben toSfyntn. 

meine JO^ren ^otcben auf ben (Bang 
Oct iSngeC^aften^ ber toie (E9nibelttong. 



3h)ar hh irfi fn ber crffcn OfeBc ^angcn 
X)er 233irtUct)teit nur ^agljaft nnrbqegangcn, 
^od) nieine (5e^nfud)t ^at mid:) gan^ beglucfo* 

fud)fc, Jaum gu fe^n, fcfc mar enfgucrf 
Unb melncm bunflen ^anbluer! flan,;^ entiiirft* 
2{c^ bciij 23emu6ffein, ba§ ble emig -Blonde, 

Sloiibefte in nieineu (Sinnen le6f, 
^eUbt mid^, toem bet Xob auf [einei; O^onbe 
3bt ScAton fte^t bfe bit ^ecaiodflung gccibt 



^Det iunge §crt: 
UK tin Sciebe ift, fdt fie entfc^mebt bo^in. 

hunger SotengrAber: 

2Blc 6ic6 hfe 5?[c?nbe, $crr, bie (guer 20ei5 mat? 

(Suec (Sc^o, (£uec jlpeltec £eib mac? 
£o6t mic^ ben fc^mdcmecffiten Dtameit tennett: 
3(9 tDiU il^ii ttibeii mtHntc Bmiibfii nernienl 

Sec lungt S^mi 

S^t 3tam tim, mie toenn Don Sogentf (54ne 
iaH dne0 ^fdUtf eine fieri^e f5nt 

Ct fingt, ec feufjt er fummf, gumeilen bc5^nt 
@r mie ^ofaune. Unb mie ^ecbftminb fio^nt 
^dmmruitg ec* grugf mie funge Q&^nt 

Dundee SotengrdSen 
Scv Stome* i^esc? 

. Dec ititige $ecr: 
3Reiii aitfib^en ^ieg 3i;ene« 
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3un0er XottngtUhzt: 

(jiibc'iib) 

35ecgebt, ba^ (Sucen 3^1"^^"^^ id) mi^ad^te, 
Da bee ©eUebten gtuiflic^ ic^ gebac^te. 
X)Qg id) Dot ©ellgfeit ben stamen laii^te 
^ed|f tofe ein ^nabe frec^ unb mie ein ®auii^ 
2Benn eSne ^rau, bfe fii^ 3tene nennt 
Dtit^f mc^r atg Satfel blefcs CcSens brennf, 
2Bic barf bcnn bcm 2ebcn mid^ t)ctbunbcn? 
Sobetf :Dienec foIU ic^ Zoh nut tunben. 



Qllfcr XcfenqrabeY 
(^oI6 au0 bem jpintergrunb 31ml jungen SotengcAbn): 

D bof^ ein gufer (Sngel @uc^ bcmabrc, 

T>et S^uQB (£ure6 Unfergnnge 311 fein. 

^ommf @uer fc^onee DTtdbc^en in bic ^a^te, 

223irb fie eiii fonbccbarer (Spiegel fein. 

X)ie 3""9^n Pn^^ toie ipeiOge bteic^ unb mdc^fen. 

2Iu0 ^{un^eln beutet e^ftend man auf $^en. 

hunger SotengrfiBer; 
9Bo ftanb ber iTempeL ben (5ie i^c ecdd^tet? 

S)er junge i^err: 

i&fec biii|t am Sotengrdberbau. ©eecbt 
&att {ene0 $qu0 i^, baa ber ®i|atten fSrlbt 
don fcnec bunflen tUme; 



Sunget Sotengrfibet: 

®(!^[eppe unb fii^if^tef 
<5tdne pl6iUd^, bie mic^ faft sermatmem 

Su^c $QgeImctfcr jfi^ in meine ipatmen? 

Sin ic^ t)crtDirrf? Derirrt? ^Cletteic^f ber ^o^n 

^o^t ini i^e^icn toie ein oeclaufnec $a§n? 



fntir mfrb fo fd^mac^ mie einem ![einen &inb. 
3n jencm ipaufc rDoEjnf aud) b I c 3rcnc, 
vtad^ btt m e I n (5innen iinouf^6rOc^ finnf. 
©ctuig, tDcrbef i)fc 33emo^npr fennen. 
^3c^ fcug bsn gan^en Dlaincn nie bcc gcau, 
f^r Q9ilb genugte meinem Senipe(&au:) 

r0tic itcnntnt 

^ec junge ^erc: 

fjn jenem §aufe tt)ar nitr etne J^rnu, 
Sic ftanb bee DTnd)ts mol)l oft auf ©fcrncnfd^au 
fjm J^nft^r, baei bpiii S^icbbof ^unciranbt Wat. 
fa^ 3um (5tern, t^on bem fie einjt gefanbt mai;. 

(5e^t biefeii Q3ilbl 

3unger Xotengt&bet 

(fc^rclenb) 

dteic^t @ucen 2Irm, bag ic^ auf (Suc^ micE) le^ne. 
feib mein ndc^fter Q5rubec nun. mug 

dRit bem bas t)olbe 2Befcn ^hv befeUgt 
®uc^ Ueben mug ii^, bag mit ^uc^ t^ere^Uc^t 
®le bfc ©rftilluni; i^rcr ©c^ale fanb. 
@0 ISuff Dun @ud) 3U mic ein cotes ^anb 
dliit 35luf geffirBf: mif l^rem 35luf gcffirbt. 
211^ i^rcn Stamen fiebernb id; ge!ecbf 
5tn jene Ulme, marb icbjSuc^ i^ecmonbt 
Stuti ba fm ®tah ^ier wut i>on meinem 3btt 
Unb SeiB t>on mefnem Sef^e CAnftig cu^t 
Stun erft toicb biefer ^of meIn i^eimananb. 
9ah Qte SeOgldf efn 5»nb (Su^? 

2)er iunge ^erc: 

(Sinen <5ol^nl 

18 
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Sfungec Sotengcdber: 

@o ift£( mein (Bof)n auc^, unb ffic iE)n im $co^n 

bie £ei(f)e nieine£^ Se6en0 ffi^leppen 
^oE)I ttbec taufenbe t>on Dltarmortceppen, 
35ift elnft an i^rcm cngelt)affen X^ron 
2Bir 2Irni in 2(rm t)or bee 32labonna fnien: 
933lr lebfcn nur fiic bic^, 
2Bic ftacben nut fuc bic^ 

00 nimm un0 ^in! 

(XrAflec mit ©org na^en fid^ oon fem. Celeste Dfimmening. 

Si«iibcot) * 

?jfyt ^alft gum Ceben i^r. Unb ic^ sum Sob. 
m nn^t ibc ®arg. flommt bo0 ^(benbtoi 
2>er Wtt ging. 9te^m< Die gefturgte (Bd^ippt 
tlnb tretet in bet Sotengcfibec ©Ippc 

Die it)ir om Ilcbffen Don ben DlTcnfc^en ^aben: 
!Die @c^tt>efitec (og un0 britbecUc^ begrabeni 
25505 bliebcn t?on ber heifer uns? ^)le Xcebec 
©leg (ft bes DTtcnfc^cn allerlc^fe SJlof: 
©ein iob (ft Ceben. unb fein Ccben fof. 
(&t ift bed eignen £eben6 i^otengcdbec. 

(2Me Scftgec laffen ben Onr^r ^inab. stoei begtmifii )tt 

|'(^)aufetn.) 



Set funge ^ett: 

(|AIt Im Ombtn inne) 
2^r, ble 3br ftefg mif 3^ob timgeben felb, 
ri^c toigt bad £eben mie ein ipenr gu ne^men. 
^4 dbec bin fo fc{)lt>acb unb mug mic^ fi^dmen* 
T)a% meinc Cippe n>ie cin ©prinnbrunn fpelt 
©0 lecre 2Borfe, nioqcn fie auc^ glangcn 
Unb Etingen in ben ^ieiiic^ften ^abengen. 
^fS) fenne meines 3tiif)tfeins Dlic^tig^eif. 
SQ3ie eine QS3unfc^eIrute fii^I ic^ beben 

(seigt in0 @tab) 

93tefn iperg nac^ biefem Sob — nodi biefem Ceben. 
30ie balb bet SS5intet feine g^oif en fid|nelt 
Slisf i|t unb mdn befc|eibenei» Oebftc^fntol 

10 
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2(uf (Sure 2(cnie leg id) i^r Q3ermfic^fnl5: 
^00 ^inb: bee Su^unft gauberifc^e 3eltl 

(3n» ©tab): 

t)u tourbeft aerfceffenbften (E^ftnftce, 
fjd^ ii>fn0le toie dn angefc^offnec $uiib. 
00^ bii^ meinen ®ott unb mefne (S^ce» 

©0 gib. @nffc§lic^e, mic bcincn DItunbl 
ORit mefnen fc|on bem Xob t)er!auffcn (BUtbtsn 
^etttt id) fc^manEenb beines 2eibea @<eg. 
O moHe im ©crinqpn nur ectDibcrn 
:Die £iebe, bie ic^ bic gu gugen legl 

(Uefnt ^anff) 

Stoc^ efnmal gib bem 2(uge feine ^fabet 

3flod^ einmal ia% ber 5^^"^ ©fcucrungi 
3n i)emuf jciqf fic^ beg ©rldfectf ®nabe, 
Unb unfrem 2Item blu^t (Srneuerung. 
©0 manc^er bLeE)f beftur^f am falfc^cn dtobe. 
3^m fc^If be6 ^Btufcs 35[i§: 3?efeuerung. 
vtut aijg bem ^ergcn. bag ficf) eifern fc^toei^t 
@nffd[)i;f bee l^ciUge, ber ^acte ®eift. 

tv'iH mid) nur noc^ aus mir felbft bcgretfen. 
X)ie U^r fteE)£ ftitt. ©ie ftinbige ©funbc rinnt 
Oebirge mag \id) mei^er feitmacts fc^tDeifcn. 

^^(en ^auft bee (Su!alnpt^u0mfnb. 

20eiiti €nlben nur ben @onnenfira^( befiinnt 
D Xai bee £rii6fall (Si^eue OertUc^feif! 
Die Orebct ffelgen. 2£bfc^leb ffe^t bcrelt 
Q3ei'fuc^e niemanb, mic^ guruifgu^alten. 
Die 2Bo[!e minEt fyibz feel getDct^lt. 
@c^on ful^l id) maemorn mefne @ticn eefttlten, 
Unb meine i^dnbe fii^I id) faft geftd^It. 
3i:^ biff, mein fleincs @rbe gu Dcrmalfen, 
5)en 33ruber, bem eg i\id)t an 3S5uebe fe^tt 
Unb meinefj ^ergens le^fe ^anfilenc, 
SQUein legtee (5euf^ee iubiliec: ^i^^n^I 
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^unger Xotengv&htt: 

X)er grteb^of geigt mir E)unbert ^artopl^age, 
5Jn jebem ©ar!op[)ag ruE)ft bu. 

fd^Uege mefnet 2ippen !acge ^lage 
Sdtif bcinen rein en @ngel!u(]'cn gu. 
^rfcfeeinc einmal noc^ in bet (3e!unbc, 
iDic mic^ Don ^innen ruff, im ^ciligen (5c^ein, 
Unb Ia6 mic^ fferben fanft an beincm DHunbc, 
(5o tolE ic^ gecne gan^ oernic^tet fein. 

^ec iunge ^ttv: 

TSn tofrb glauben, bag on melnen Gii^inec)en 

Urn bit^ Derburftet ic^ ba^ingeflei^t? 
l)ie Dllenfc^en ^aben ^eut metaQne i&ergen; 
31^1: ®ott ift eine ©c^lange, me[(f)e nied^t 
@fe lefen fegerifc^ t)on grogen SH^t^en^ 
35on ipcro, ber Ceanbcr flc^ Dcrbang. 
@ie trunbern flc^, bag einmal DJtenfc^en bUJifyittt, 
X)ag eine Dltenfd^enlippe einmal fang. 
Ungldubfg lefen fie, bag bet ©eliebfe 
Den 2Ibfc^ieb ber ©eliebfen nic^t erfrug. 
X)a6 er ein ©faub in atte QSinbc ftiebte, 
Dag i^n i^t (5tetben mit bem 3Ug etfc^lug. 
ge^f mlf mir lole tlnem Xcoutn |u ®nbs, 

Scene ruft |ut ^eiligen ipeifecfeil* 
nb unfre uiebe leufj^let OI0 fogenbe 
3n eine beffece unb gplbne 

CDtc iniigs ^ccr fWt am 9tcAt ivframita.) 



3ungcr Xofcngrdbcr: 

(ouf hie ©c^lppe gcIe^nO 

2)et DHonb rccff feinc bleftfie Sofen^anb 
3n ben crgraufen Xag. 3" ?)cllem Defer 
®[dn3t meftUd^ noc^ ein fleiner ipimmeL £o(fec 
Qiin ^aufen gcauenbrfifle liegf ba0 £anb. 

(Gc^meigt ein en 21ugcnbU(f) 

9tun bift bu tot tv'ie pe. Unb aii# bee glanle 
©itfert bad rote Q3Iut in fc^marsen @anb. 
31u(j^ Abec (ddttec maltei Die 2lnan{e 



Snilf iinecbitterUc^ gcftcengec ^anb. 

micb an biefc« CcbensJ ^reu'? gefc^tagen 
(5o ©off tx)le Dltenfc^, unb beibec Xcaum: bee Jpeco*. 
@0 fpannf auc^ bid^ an feinen (Sii^elmagen 
2)cr ^eilige ©eift bei» ^aOenfo^eft Scotf. 

(0v N0iiiiit nebiit ben crfltn Grab eiit atoctt ci Cfeob yi fd^aaf dn.) 

^pber ef)rf ben ©off, ber iBm gemciB ift. 



3ebcr Pnbef @eift, tvo cin (Sefag 
Unb er fc^lurfe, ein qelfcbfcc 3^*6^^' 
Heflebcnbigcs aus Icbenbigem 55ccfjer. 
Diefed iff bag QS5abre; fonft iff feinen: 
3tPei n>ai: ein^ unb tpecbe ipiebec eine0. 
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FOREWORD 

We have loday a minisLry called the ministry of Human Resources 
Development. Human Resources Development is a funcuon of the 
interaction of health, education and training, sports and culture and 
scicnufic research and devclopmeni against the economic and social 
facets of a si)ciety. The start of human resources is health, for without it, 
all else is impossible. Our mmisiry is not really a minisury of human 
resources developmeni, bexraase health is not a pan of the mmistry : it is 
in reality only the old minisuy of education dressed up in a new garb. 
Hence the first need for developing our human resoivce is to develop an 
interface between health, educatiofi and research and deveiopmenL 

Health is no longer just freedom from disease as was once believed 

to be iiis meaning and conieni. For one thing one can be disease free and 
yei noi healthy in the ^^ense of being happy and content. Equally one can 
be a happy person even wiih a debilitating disease. What Health means, 
and in particular the goai ut Health for All by 2000 AD, which this 
monograph elaborates on in relation lo one pan of India — the Slate of 
Andhra Pradesh — is "the compleic inicgration of all plans for health and 
human development with the overall national socio-economic 
development process and particularly in the more closely health related 
sectors like drugs, pharmaceuticals, agriculture and food production, rural 
development, education and social welfare, housing, water supply and 
sanitation, prevcnuon ot food aduUerauon and conservation of the 
environment." Health for all is a pan of the urgency of Sustainable 
Development 

All this IS rather far from the time (of my boyhood days) when health 
was equaled with more doctors, more nurses and more hospitals, which 
were dominated by physicians who built a health care system around 
themselves. Today we know that the goal of Health for all involves for 
its realisation the action programmes against poverty, poor housing, poor 
envu^onmeni, unsafe drinking water, hunger, malnutrition and under 
nourishment, high leruHiy rates, illiieracy. unemployment, low income, 
ui\iusl land tenures, inaccessible social services and distorted iiie styles. 
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(vi) 

Against ihis formidable list of lacks which make for ill health for 
all, the monograph quite rightly starts the programme of Health for All by 
2(XX) AD m India and in Andhra Pradesh with the universal provision of 
compfehensivc pnmary health care services, which involve a 
re structuring of the existing approach to education and training of 
medical and health personal and the infrastructure back of them. Such a 
health inirastruciure of primary health centres and the education and 
training of the personnel to man thenn is witlun our means* both that of 
Uie govemmeoi and voluntary agencies. 

I commend this very useful and practical monograph lo all people, 
praciiLioners and academics, who need to be involved in realising the 
realisable goal of Health for All by 2000 AD. 



I4ih Mwcb. im 

(Malcolm S. Adiseshiah) 

FORMERLY DEPUTY DIRECTOR 
GENERAL UNESCO 

AND 

MEMBER OF INDIAN 
PARUAMENT 

AND 

PRESIDENT OF THE INDIAN 
ECONOMK: ASSOCIAIION 
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PREFACE 



The problem of health and econoiiiic devetopmeiit of the 
develo|Mng economies has received worid>wide atteotion, mainly in ihe 
much leoem years. This is a htte beginning, indeed ; bul It has been 
marked widi gieai iniellectual acttvtty and keen academic enthiifl^nsm, 
particiilarly in die west The siieam of Ciesh liiefatiue on die subjea in 
die last decade or so, has assumed enonnovs pfOfXMtions, and ffloch ^ 
isncfmadveandenptontoryinnaiuie. Theieisa great needforanalyziii| 
the implicalionsof backwaidness owing lo die inadequate healdi status, 
and the impacts of providing better health facilities under the auspices of 
ihc govemmcni and other key agencies in respective economies, so as lo 
cvdIvc a hcaiili puiicy consisicni wiih requirement. The iuncl o( 
mlonnauon and experience available in India are nexi lo no oihcr naiion, 
and therefore, studies on the health economy of India are bound lo have 
global signUicance. The present work relates lo the relativities ot health 
s|nd rel«ited mailers of the developmg region. 

Grateful thanks are due to die University Crants Omunissmn for 
die generous financial support for diepublicalion and lohifr.N. Lakahoiafp 
Rao for typiiig the work. 



S.CHANDRASEKHAH 



P.L.SANJEEVAK£UDY 



K. RANIQOPAL 
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1 

INTRODUCTION 



Given ibe natiue of the population, the relativities in beallh 
standaids are far too many^ the public expectations without 
commensuiaie sacrifices are diversified and variegated, and therefibce, 
public policy successes are not unalloyed in the developing economy. 
These, in addition to the inavailability of knowledge, prevalence Of large 
scale illiteracy, an utter lack of awareness, perpetual poverty and 
deplorable levels of living, an undiminished faith in tradition and 
ouimoded systems of medicine, which surpass the possibihues oi modem 
scientific compreheiisior. frustrate the governmental efforts to alleviaie 
the health deficiexicies, aivd work as the most effective scourge and 
subterfuges of the unfortunate mankind. And India is no excq)tioa to these 
mattus. 

An essential component of the wel&re stale is the administrative 

provision of measures capable of tadding sickness, control of the spread ' 

of diseases, suppression of epidemics, endemics, and communicable 
diseases, containment of population consistent with resources, and the 
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proniouon of health stxindards of various populations through 
programmed nuirition, with the least cost to the society. A Society based 
on such an idealized system spends least in the successive stages of its 
growth, while a society founded on social neglect, inadequate transfer of 
knowledge, awareness, human interaction, and improper governmental 
interference, spends most in time* and leaves a burdensome social legacy 
to generations, and for die very reason that health is an accepted form of 
wealth. 

Also, a society which considers undue social priorities for 
development such that rapid industrialization is brought ahout in the 
shortest possible time, unmindful of the larger and wider repercussions, 
may inadvertently perpeuiaie and perpetrate social evils, aunospheric 
pollution, crime, congestion, urban decay, which result in social 
perversion, forced and distorted perspectives, disillusionment, 
psychological pressures, and tension-bound human traits culminating in 
physical and mental agony of the populations. It is therefore necessary 
that development perspectives shall consider the best suited priorities and 
realistic growth rates under all sectors, rural and urban, if the designs of 
development have to be translated into realisable goak. This is what is 
wittiessed today in several advanced societies, where medical 
expenditures have bounced along with economic advancement With the 
modem medical sophistry teaching its very pinnacle, the American 
economy has been spending around 20 per cent of the nation*s bill for 
health care, which is more than $ 10() billion in 1987 itself on various 
medical ICS Is, examinations, and analyses alone, where about 1400 
differeni types of them are available from simple blood counts, CAT scans 
to elecuocardiograins, and some 19 billion tests were pertoniied last 
year. Thai means almost 80 tests for every man, woman and child, 
indicating thai Americans are among the most analysed people in the 
planet. And yet, there is a growing feeling that the money is grossly ill 
spent. 

In India, liic circumstances arc ciiurcly different, and what the 
Governmeni s[x nds on health and medical care constiiuies a minuic and 
insignificant proportion of ihe lolai expenditure, looked at from the point 
of others. Ai ihc .same time, while the Govcmmeni accounts for the largest 
share, the concept of private medicine, private labs, nursing homes, and 
diagnostic centres, has been of a recent origin; and given the rate of growth 
of populauon and income inequalities, the role of Government spending, 

I 
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and the impact of public policy in health economics remains abounding 
and lasting in Che provision of the very basics. 

In India, the basics arc immunization, family planning, control of 
morbidity, reducuon of monaliLy rales, promotion of docior- 
cum-para-med-cum pauent ratios, dis<;e mi nation of knowledge of health 
care, collection and compilation ot data on health status, and the most 
important of all, the child care. These are the essential constituents of 
planning for the development of the nation as well as the goals set for the 
turn of the century. And if these goals have to be effectively realised, the- 
Govermnenis ai various levels, the private sector, the people, the public 
participants and the various voluntary agencies, have to evolve together 
an acceiptable scheme Qf things, so that the administration part of the 
matteis becomes feasible and practicable. At the same, it must be 
cautioned thai these problems are interlinked and inexuicably interwoven 
with ihe laiger issues of social and economic development, and with such 
questions as amdiofating poverty, provision of sanitation, removal of 
cong^tion. provision of drinking water, provision of foodgrains, 
provision of housing and employment, and akmg side, incentives to good 
living. 

The present work rqnesents health status, health policy, and trends 
for fbture, in the State of Andhra Pradesh, which contains about one-tendi 
of the population of the whole nation, and provides the fiamewofk for the 
realization of the goats set for the economy in general, in the most modest 
hna, and any attempt at an exhaustive analysis of things would suiely be 
a Herculean venture. 

And, in the effective realisation of the national goals set for itself, 
the roleof Andhra Pradesh is bound to be substantial, by its sheer size and 
status. The legion is one which has been in the grip of a wkle variety of 
Iteqiiem occunences of cholera, gastroenterids, encephalitis, malaria, in 
addition lo the significant reporting of cases relating to goitre, leprosy, 
tid)ercitio8ts, and others whkh could be brought under control if sufficient 
planning, and administrative atiendon are bestowed. 

In the oiganization of this work, matters lelating to the need for the 
building up of the much desired human capital for serving the 
reqtiiiements of development and the role of government and other 
itgeocies in the effective realization of the set objectives, have been 
analysed with some concern. The essence of this analysis, therefore, is to 
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emphmae dwt the Govefnneni has a pnemiiiait mle hi heaMi 
^ admhu8liBtk»,aiidlfaal,lhttshoiM 
IKOgiett hi the (Xherkey secttiis, wM 
ml|m fiactor, and thai the choKesi 
rqiKtimt the vefy foice aiKl perfor^^ 

lis fuboe. And die policy of heaUh and the ociganizalion of ks various 
coniipoiibhts have 10 be viewed as an essenthd aspect of the ove^ 
policy, flo'^diat diis pait of phumhig is hot left, even inadvedently, m 
twilight 

S. CHANDRA SEKHAR. . 

P. L. SANJJEE VA REDDY. 
K. RANI GOPAL. 
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CHAPTER 1 



HEALTH, ECONOMIC 
DEVELOPMENT AND WELFARE 



1.1 itepiM Capital aad Eoonomlc Devdopnait 

It is now widely recognised thai human capiiai plays a dominant 
role in ihe contexi of ihe development of the country as well as in the 
enhancemeot of the welfare of the people. In this connection, it is 
necessary to mention the views of Schultz regarding the importance of 
investment in human capital. He questions thai, by some miracle, if alow 
income country were to acquire, as it were, overnight, a set of natural 
resoMTces, equipment, structures including techniques ot production, what 
wotild the country do with them, given the existing skills and knowledge 
of the people? He feels that the imbalances between the stock of human 
and non-human capital would be tremendous.^ In many economics, 
production is increasing at a much faster rate than that which could be 
ex|>lained by the use of additionai physical inputs and additions to labour 
ioro. U leflecis the denies and asiMiatioM 
wofld, as Iheyve anxious 10 add to the quality of life in terms of better 
perfbfmance and pardcipsiioii. and at tlie same lime effectively ooadMi 
againsi disease and lllimcy. Such an action is not oidy hunm 
will flMke a miQor cMiibuiion to economic growdi as 
oftinw,am4orpiO|»riionofdiegrawthofaneconon)ymay 
ID 'Qualitative aspects of human &cior and several studies have 
emphasized diis mh.' 



1. Schuiiz. T. W. "RcAection on Investmcni m Man , The Jounutl of PoiUtcai 

Eeomomy. SuppUment, October, pp. 2*3. 

2. Sdmlu, T. W., 'Invounent in Human Capital*, Amrican Ecomomic Rtvitw, Mafdi, 

1961. 
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1.2 Health, Economic Developmeot and Welfare 

Health is one of the imponant components of human capital. The 
issue of health is of great impofttnce both from the point of view of 
individuals and the Nation as well. Health status of die people is the key 
determinant of die welfore of die people and die pace of overall 
development In developed oouniries, health problems are those related 
to die advanced age groups, whereas, in die undernleveloped couniries, 
diey relate to all die age groups, particulariy die productive age group. 
The underdeveloped countries are characterised by a variety of diseases 
particularly diose which are associated widi poor living conditions, 
congestion and malnuiridon. In these countries, lack of proper sanitation 
facilities, large scale prevalence of undernutrition, preponderance of 
various types of pollution, and lack of protected water supply, make 
mailers worse. Ln addition, the relaied problems are, inadequate modem 
medicaJ facilities, dominant traditional practices, and most of all, poverty, 
add to the low health status of die people. In order to ensure happiness 
and well being of the people and rapid development of the counirv', due 
attention needs to be paid to the issue of healtii, both in the advanced and 
backward countries. 

The term health can be used in static or dynamic tenns or as a stock 

or as a flow concept. In the constitution of the World HealUi Organization, 
health is defined as a siaie of con^pleie physical, menial, and social 
well-being, and the word does not merely refer lo absence of disease or 
infirmity.' The Directive Principles of the Indian Constitution state that, 
the Slate shall, m pariicular, du-ect its policy lowards securing the health 
and strength of workers, men and women and liiai ihe tender age of 
children shall not be abused, and ihai the citizens are not forced by 
economic necessity lo emer avocations unsuited to their age or strength. 
The Slate shall wiihm the limits of its economic capacity and 
development, make effective provision for old age, sickness and 
disablement The Constitution emphasizes diat die State shall make 
pmviaiQn for securing just and human conditions of work and for suitable 
maipniity relief, and that it shall regard improvement of public healdi as 
amongst its primary dudes. Healdi facilities are a basic human right of 
every citizen, and dterefoie, die expenditure on public and individual 



3. CbaidtudanQrWofldHnlihOifMttutioN. 
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health represents an investment in the National economic infinstiuctiiie.^ 

In the developing society, public expenditures are required for improving 

and preserv ing the environment and sanitation, and for elevatiag the 
nutritional status of the population to bring about a healthy nianpowei, 
that IS needed in various sectors of the economy.^ 

It goes iinsald that, health is of vital importance Ixrth tan the poiiit 
of view of the Nation and individuals. And improved conditions will 
improve the ^Ilciency of people and promote productivity in geneial. 
H^th conditions exeicise a profound htfluence on the productivity of 
labour in any sphere. In every country, huge amounts are being spent on. 
various health programmes because of the outstanding and remarkable 
effects, which the mvesunents- will have on the economy as a whole. As 
a result of huge investmenLs in health, several diseases have almost 
disappeared from ihe scene in some countries, and in many others their 
severity has come down, and thereby health status of the people all over 
the world is being consistenUy bettered. Also, the health of the people in 
any society depends upon the dynamic relationships between numbers 
and the space they occupy, age distribution, birth and death rates, 
nuiritionaJ status, and climatic conditions. Hence the need to invest in a 
wide variety of items to promote the health status of the people. 

13 Impact of Investments in Health 

The three crucial obsuu^les to the develo|Hnent of a society aie 
ignorance, ill-health, and paucity of resources. History is full of examples 
of air, water, soil, and atmospheric pollution, which adversely affect the 
health status of the people, and thereby impairing the quantity and quality 
of production, which in turn affects Ihe growth of the economy. Even 
industrialization and urbanization have their own evil effects on the health 
status of the people, directly and indirectly. And it seems inevitable that 
man will have to co exist with ail the available disadvantages m his 
environment.^ Unplanned and unregulated urbanization will result in 



4. Towards a Health Sc«t jci> Lhi- i'trspccUvc Plan for Tamil Nadu, Report of ihc 

Taskforcc on Health hamily Planning. Nulniion and Saniiauon, 1972 — i4,Siau 
Planning Commission, KahUagam, Madras, August 1972. 

3. Ramaknshnan. N. R., All-india insuiuie ol Hygiene ami Public Health. GilcuLia, on 
'Httlth Ecofionuci in t^Jotmai qfPubtk Htatthjmmiy 1967. by MukKa Sen. pp. 
2S-26. 

6. "EnviRximenul HMlth WJi.O. ChrwUcU, Novohber 1977, p. 497. 
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several kinds of congestion, poor community serv ices and the absence of 
proper saniiation. The nature of occupations also exercises a profound 
influence on the health status of the people. People suffer from various 
occupational dise^jses due to professional hazards and the condiiions in 
which ihes work Besides, [x-oplc also suffers from nutritional disorders. 
It has hecn estimated that inure than two- thirds of the population arc 
suffering irom undernourishment with less than 2000 calorie diet per day 7 
People also sufter from malnutrition and various diseases arising out of 
parasitic, bacterial and viral infections. 

Eradication and prevention of these diseases costs more, and huge 
expenditures may need to be incurred to save people. And on the other 
hand, il proper attention is not paid to improve the health status of the 
people in ans counLr>, ii will result in low prixJucuon and wastage of 
young human lives : the first more economic ihan social, and the second 
more social than economic. In addition, communicable diseases pose a 
threat to the greater f>ari of the world. In the developing countries 
especially, large proporuon oi children are victims of the communicable 
diseases and nuuitional deficiency diseases. In advanced counuries, the 
chronic and degeneraiive diseases have been on the increase. 

Population growth coupled with accelerated and olien unplanned 
urbanization brings along with it, congestion, over-crowding, unsanitary 
living condiiions and environmental pollution, resulting from 
industrial) sauon and the upsurge of several occupational diseases 
resulting m physical and mental illness. Whether it be an advanced 
country or a developing nation, population — iis size and its density, 
average expectation of life, regional ciisLribulion of population, 
composition, birih rates, and death rates, exert significant influence on the 
pattern of diseases and the character of health problems. In this context, 
accidents are worth mentioning which also mllucnce the health status of 
the people Proper precautions must be taken to avoid accidents which 
may be due to shortcomings in the form of pre-occupation in human 
beings, heavy traffic or indusuial hazards. 

Proper care musi be taken to see that the measures inffoduced to 
enhance the health status of the people reach all groups, especially tiie low 
income ones. Experts have stressed the discrepancy between the need to 
provide the best possible personal health care to rapidly growing 



7. Presidenual address of K. N. RaoJndiaHJour/iaic^PitUicHtailh Quarterly, 
(Januaiy. 1967), p. 6. 
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populations, and the drastic increase in cost which is beyond the re^ich of 
many individuals m miMw countries. In their zeal to provide such health 
care with the available limited resources, many countries have used social 
security schemes for financing personal health services and the absence 
of proper co-oniination between the social security system and national 
health programmes and policies, which is an obstacle lo realising optimal 
lesulis.' 

Coverage of population with personal health services may be 
regarded as having iwn dimensions i.e., the pri^poruon ol persons 
protected and the range of services provided. In both dimensions, the 
world-wide trend over the last few decades, is to extend the coverage by 
means of various programmes, policies, and schemes. Thus, however, 
there is a great necessity to invest in various items that promote the health 
status of the people But at the same time, natural resources, however 
large, arealways limited looked at from the point of their opportunity cost, 
and every govcmmem is faced with the problem of allocation of material, 
monetary, and human resources as between various items within the 
health sector itself. For example, problems arise as to how much should 
go to hospitals, how much to pieventi ve measures, highly expensive forms 
of ueaunem like transplants, cardiac, kidney and other vital aspects of 
htkman system, as well as population control programmes, health 
education, communicable diseases and so on. 

The level of a country's spending on health is determined by a 
variety of factors. Moreover, it is well established that the proportion of 
the natural resources devoted to health is everywhere on the increase. In 
general,expenditure on health absorbs a further 1 per cent of each nation's 
resources every decade, and if this u-end continues, health services will 
be taking 10 per cent or more of them by the end of century.^ Rational 
allocation of resources, therefore, plays a crucial role in the planning of 
health invesunents. 

Huge invesimenis in the field ot health are of great importance, aS' 
far as the maintenance of human capital is concerned and such 
investments may go a long way, m terms of reducing morbidity and 



S. In his opening remarks when ihe Joinl I. L. O AV H O Commiltec mcl at Geneva 
Irom 10th H>lh Novcmhcr, 1970, Dr, Mctilcx, Assistajii Direcior-General of W. H. 
O. has pornifd oul ihis W H O leclmical Report, Sencs No. 480, 1971. 

9. Suiemenis o( Direcior-Gencral of W. \l. O. Op. Cii. 
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mortality, increased productivity and production, enhancement in the 
healtli Slams of the people, and the cieaiion of active and eoeiiBetic 
workfolk. In the case of every disease, whether nutritional, 
communicable, occ upational or infectious in nature, diecostof iUness will 
be more than covered by the benefits both direct and indirect Improved 
health status will also imply favourable age composition which indicates 
the fact that the number of those in the productive age group will be more. 
Presence ui discai»cs will represent a social wasic, which arc directly and 
indirectly spelled out in terms of several hundred crores of rupees. 

lA Health Economics 

Health economics has emerged in recent decades as a very 
important area of research, as the subject deals with the interaction 
between health and various economic variables. Health status of the 
people determines the average expectation of life, productive age bracket, 
pfoduci,ion, productivity, earning capacity, employment, and well-being 
of the people. On the other hand, several economic variables I ike income, 
employment, purchasing power, and poverty, determine the health status 
of the people. There is indeed a vicious circle present in the developing 
countries like India which Uirows light on this interaction : 



T Poverty i 

Low Siandard of Low Nutritional Status 

Living Low Health Status 

T i 

Low Income High Morality 

and Morbidity Rates 

t Low Capacity to i 



Lear and Work 

This vicious circle needs to he broken ai some ix)ini or the other. 
One approach may be to push up ihc health .s talus ol the pa)plc and thereby 
attack poverty, i.e., if the health status of the people is enhanced, it may 
have a profound influence on the capacity to learn and work, average 
expectation of life, product) ve age bracket, earning capacity, incomes, and 
thereby on the standard of living. 
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1^ Health Capital 

The economic lesouces devoted to healdi caie lepcesent in some 
part, an investment in health, and it may be said that the healdi outlays 
improve the labour product created by health caie, and effect savings in 
health expenditures in the future, asaconsequenceof reduction in diseases 
and their impact on the society in general. 

Just as the stock of physical capital may be measured in a number 
of ways, so also the stoclc of health capital in people may be measured in 
different ways. The human capital formation in health care for a 
population may be measured, for example at cost. i.e., the cost of 
environmental and curative health services embodies over their life spans 
in each of the age cohorts in the piesent labour force. Cost for the purpose 
may be set at the cost of acquisition of the health services i.e., the year 
they were acquired and they may be determined on a replacement cost 
basis or at constant prices pcevailing in a base year. The capital stock of 
health services may also be measured as the present vahie of die added 
labour product acquired through health programmes i.e., die stock may 
be valued at die present value of die future earnings generated dirough 
bealth programmes. In some health programmes, die labour product added 
is contingent on die services received by a specific individual, and on his 
death or retirement the capital value of health services is lost 
Accordingly, the future earnings to be valued for the present period are 
limited by less survival and retirement rates. The present value of labour 
product created by health care becomes a second measure of capital value. 
The costs in terms of health programme expenditures, and m turn, in terms 
of resources devoie<.l lo he^allh care may be greater, ur Ics.s tiian ihc 
capitalized vaJue ol the added labour product created tiiruugh improved 
health stauiies.^^ 

This measure of die capitalized expected income over the 
productive life span of the new labour product added dirough a healdi 
programme takes account of depreciation on die invesmient by die loss 
of labour produa dirough retirement and deadi. There are some types of 
health programmes which yield returns into perpetuity. In die main, the 
asset created does not depreciate, and die value of the health services 
continues beyond the life span of die individuals for whom the services 
initially are provided. For instance, complete eradicabon uf malaria or 



10. See Sclma J Mushkin. "HctUh as invcsuncitt ', Journal o/ PolUical Economy, Vol. 

70, 1 962, pp. l2y-57. 
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typhoid means lhat individuals of 

Ibis disease. In cases whm dm is a letum iniD perpe^^ 

labour produa added duough faealih programme may be capiialwied 

widMNit allowance for depfeciadon ix., for letifcments firom die labour 

'fofoeanddeadt" 

.These roeasmes of capital focmation dmNigh .hualdi programmes 
suggest, diat die cenual problem in assessti^ yields and investment in 
health is die nwasurenient of btov produa adcled diroiigh he^ 
The lesouice gained as a result of prevention or cure of sickness is human 
labour. In order lo value die gains in money terms, it is necessaiy lo 
esdmate die output added. In diis context two questions arise : one retaies 
ID die future, and die other lb die past. If diere were no sickness, how much 
would those persons who are not sick have produced ? How much has 
been added lo national income by heahh care : by die prevemioii and 
therapy measures now in use for specific diseaaes.^ 

The effect of Sickness iqxm die amoom of human labour available 
for productive puipose can be summarized under diree categories (1) 
Death (loss of woriceis) (2) disability (loss of woiking time) and 0) 
debility (loss of productive capacity while at woric There are mainly two 
stages in calculating the output added i.e., (1) estimating the gain in 
productive work time and assigning a money value to the output that diis 
added work time represents. The resulting figure represents die value of 
the gain in output attribuuible to reduction in deaths, disability to 
eradication of a specific disease or improvement in health status. 

Twoconcepisof a system of measurement of hunnan asset^creaied 
through health programmes may be identified in die wock diat has been 
doiie. The first, in die measurement of die costs of rearing a child or of 
devetoping a productive labour force, an investment diat is tost if 
premature deaih occurs. The second is a capital stock measure of the 
present value of future woik that may be gained dirough eradicatton or 
control of the disease. 

1j6 Health Care and Ptenning 

That the piomodon of sound health has to be accepted as a Un i versal 
social goal, was articulaied in the resolution adopted by die diirteendi 



IL Ibid 
11 Ibid 
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World Health Assembly, 1977. AocofdiQg to the resolulion, the 

aitaiiiiiieml^ aUdiimsof the wofld by the year2(m 

rcfaftt wm petndt them 10 lead €oaiiomical]y 

'should be the imun aoelal laiBBt of «U Nioioiis in te 

ThejjienMfaialCo iife ie t icehiAhnaAiihi 

qoestioo of heallh all, ConnidBKd the iMivy healdi 

provide 4$ pmMNi ve» (b) iieventwe, (c) ctMive and (d) nehabilitative 

aervioesaiid hivdvhigaU health idaied aecioasiK^ 

hiiflbandcy. Ibod ndottiy cdticatioii, hotmg. water supply, and 

sani^rtdn, etc. Indhi ii a«gnilory to die Alma Ata Dedaiaiton (1978), 

wfae^byit kcoiimiiiied to^achievi^ lor All by 2000 AD^ 

For. developing die countiy*8 vast human lesouioes and for the 

acceleration and speeding up the total socio-economic development, and 

attaining an improved quality of life, and in so doing, health care has been 

accepted as one of the main instnanents of action. The Seventh Plan 

enunciated that in the overall health development programme, emphasis 

win be laid on preventive and promotive aq;)ects, through an eff^tive, 

efficient health services, sufficiently comprehensive in nature, easily and 

widely available, freely accessible and generally affordable by the people. 

Towards this objective, the migor thrust was to be in the following areas 

^ccordii^ to die Plan. 

(i) The minimiim needs programme would continue to be the 
sheet-anchor for the promotion of the primary health measures, with 
greater emphasis on improvement in the quality of services rendered and 
on their out reach. These will be backed up by adequately strengthened 
infrastructural fKilities and establishment of additional units where they 
are not available. 

(ii) Health progiammes suffer considerably because of poor 
inter-sectoral co-oidination and co-operation. Serious efforts for 
effective coordination and coupling of health and health-related services 
and .activities such as nutrition, protected water supply and sanitation, 
housing, educational infonnation and communication and social welfare, 
will be made essential aspects of the package for achieving the goal of 
heahh for all by 2000 AD. 

(iii) Community participation and people's involvement m 
programme being of critica] imponance, programmes involving active 
participation of voluntary organisations and the mounting of a massivp 
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health education movement would be accorded priority. 

(iv) QuaiiLaiive improvements are required in heaUh and family 
planning services, and training programnies need to be made more 
need-based and communiiy onented and, since management and 
supervision are vulnerable areas, and managemcni informaiion sysiems 
need lo be developed. Adequate provision of essential drugs, vaccines, 
etc , nee^ special aiieniion for ensurmg prcxluciion and siq)ply, pricing 
and disinbuiion and universal accessibility and availability. 

(v) Urban licalLh Serv ices, school health services and mental and 
dental health services also need special efforts to ensure comprehensive 
coverage. 

(vi) For the oonnol and eiBdicaiion of communicabie diseases, 
programme implementation at all levels needs strengihenmg, with strict 
adheience to the sharing of the costs of the programme by Stale 
Goveinmenis. The National Goilie Control Prograhime requires fo be 
implemented more vigorously. 

(vii) Cancer, heandiseases, hypertension, diabeteSthaveemerged 
as major health problems in the areaof non-communicablediseases. There 
is need lo initiate appropriate action for their oontrol and containment 
Several of diese diseases are amenable lo oontiol through primary and 
secondary checks and preventive measures. Development of specialities 
and super-specialities require to be standardised with proper attenlioo lo 
regional distribution. 

(viii) The training and education of doctors and pam-medical 
personnel requires a through overhaul, and the development of skills in 
the profession has to be related to the health problems of the people. 
Medical training has to be need-based, problem-centred and 
community-oriented. Medical education is a USe^oag process and 
continuing educatk)n in the field is essential. Healdi management and 
supervision is an area that needs considerable strengthening by a proper 
selection, training, placement, promotion and placement polk;y: He^ 
management and experience for all categories of health and health-related 
managerial jobs will have to be su^engthcned. 

(ix) Medical research of special rdevance to die common health 
problems of die people, would be pursued. Evaluation of technologies 
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will be given greater emphasis and priority. Modem biology and 
biotechnology will receive special attention in order to find more effective 
and acceptable tools to fight several of the endemic diseases. Research 
efforts in the area of immunological approaches to fertility control, 
immunodiagiiostics, operational research, and effective utilization of 
etectronics and oooipuieis in the health prognmrnes will be pursued. 
Hiete is an urgent need for evolving an effective and efficient 
managonent infofmation system (NHS) for proper planning, 
imptemeniation and evahiaiion of health servioea. 

(x) The Indian systems of medicine lend themselves to better 
standardisation, integration and wider application, paoicularly in the 
national he^th programme. Teaching, training and research and scr\ ice 
activiues in the development of the Indian systems of medicine would 
need to be pursued more vigorously , and extension planning in this sector 
has to be substantiaied. 

1.7 Health Care in Andhra Pradesh 

The above disctnsion is intoHled to throw Ught on the importa^ 
. of Health both fiom Ihe point of vkw of individuals and 
to piovideabasis lor the study of die health Economics in AndhiatadMh 
which has a population of 54 million, and the fifth largest Stale In the 
country, accounting for 7.8 percent of the country^s populatkiii. U. P., 
Bihar, Maharashtra and West Bengal are die other States which have a 
larger population than Andhra Pradesh. 

During the decade 1971--S1, die growth of popuhttion of Andhia 
Pkadesh was 22.76 peroentagalnst the All-Indiaaveiage of 24.75 percent 
It is, however, a matter of concern diat though die birth laie in Andhia 
FMesh is lower, die deadi rate has been somewhat higher than the 
All-India average. In the medical and healdi sector, the State is oonsiderBd 
backward in terms of national averages and in comparison with other 
States. A huge step-up is therefore contemplated in the outlay of the 
Sevcndi Plan. The Plan emphasizes several approaches for strengthening 
ti>c local programmes, which are as follows : In the field of modern 
medicine, it is propcsed lu ensure that all the taluk hospitals are equipped 
with 30 Ixd tacilities. This would imply esiablishmeni of 47 taluk 
hospitals as at present there are no such hospitals, apart from upgrading a 
number of other similar hospitals to br ing them up to the standard of 30 
beds. In lalul^ hospitals as well as m disuict headquarters hospitals. 
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appropriate investments will be provided to fill gaps that exist in terms of 
equipment, medical officers and other facilities. The district headquarters 
hospiials will also be upgraded in terms of specialities also, and tliey will 
be ensured that ENT and anaesthesia are added to every district 
headquarters hospital, so thai each hospital is fully equipped wiih all the 
specialities. Establishment of dispensaries in 93 locations so that all the 
villages aie sei:ved with medical facilities within a radius of 20 km., is 
also contempiaied. All teaching hospitals require mionalizaiion of staff, 
equipment and specializaiions so that fociliiies at optimum level aie 
available in all the centres. Norms will be evolved acconlingly and 
schemes tmplemenied. As a matter of policy* the Government decided lo 
establish super specialities in all the teaching hospitals for which 
institutional finances are also sought tobeatdacted on the assumption thai 
laige-scale finances from outside agencies would be available for which 
approximate provision is indicated. Keeping in muid die mounting 
lequiiemenis of specialist treatment, and the need to utilise the resources 
of (he Stale as far as possible in the all areas, it is proposed to encourage 
privitie hospitals. Instimtional mechanism will have to be devised to 
provide faciliiies for flic purpose of attracting Ima a cc i fiomnon-^^ 
Ihdkns. In the field of Indian inedichie, fliere are three mahi discipinies, 
and in ofder to caier to the needs of the tribal and rural folks, who 
constitute 76 percent of the population, ho^itals and dispensaries under 
aU the three disciplines are also to be established. To fulfil the 
requirements of the central council of Indian Medicine and Homeopathy 
the need to provide for expansions and additional deparunents is also 
realised. Regional offices and districi level organizations in the case of 
Indian Medicine have bce,n planned to be sei up so a.^ lo sircngihen the 
native disciplines which are now acting as an imjxjrLani substitute for 
modem systems of medicine in re^)ect of the poor and the rural based 
people. 
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INDICATORS OF HEALTH 
STATUS— MORTALITY AND 
MORBIDITY TRENDS 



2.1 Introduction 

In India, Human resource development has been a priority niatter 
right irom the beginning, although a new twist has been given with the 
fonaation of the new nunisny for Human Resoivce DeveJopmem. 
Health and Education am the two important components of hman 
icsouioe development It has been widely realised that, the vkiOQS 
dicle of pchwrty, mdnulrition and sickness can be bnito 
in the investments on health and education. Health therefore, emeiges 
as an important source of physical and mental development and human 
productivity. The prevailing high rates of tnortality and maibidi^ 
represent an input loss not only at household level but also at the national 
levd as they indicate an enonnousamountofwastageofhuman resources. 
In this context, the statement of Simon Kuzents^ is worth mentioning that 
the decline in mortality, has eliminated the enormous wasie involved in 
rearing a large number oi inianis only lo have Lhem die before ihey could 
contribute to society*s product and welfare, and il has also realised a large 
proporuon of the potenaaJ female labour force to gainful occupations. 
And that the efforts at achieving the decline in the rates of morbidity, i.e., 
of the incidence of disease with its temporanly or permanently disabling 
effects on the pioducii vuy of population have to be continued. 

A large number of fertility studies have emphatically concluded that 



1. Kuzneu. S. Modem Economic Growih Ratt. SimeUmMdSpnad, Oxfoid A LB Ji. 
Publiilung Ca New Delhi. (1966). p. 58. 
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mofialily, especiaUy Inint moitali^ is die most decisive faaot in 
ledociiig birth rate. Hie Govemmeot of Indift has Isnnrhed a radicBl 
fniiily iilaiiniiig iiDgnmme finom 1-9-1986 and siniqg at reducing the 
netreprodiictivity rate (NJRJR.)^ual tol by 1989. le., widitii dme yeais. 
In the light of diese ^Kiors, the stiidy of liMitaKty aiidi^ 
gieaier significance. 



22 Mortality Trends 

Modality iaie» especiaOy that of infiut monalliy, has been 
considered as one of the most impoftam aidicaKxs of die level of 
sock><oononiic and culhnd devekpnent of aiiy society* Theiednnis 
that socio-economic and cultural fhciOR are the most impoctant 

detenrnnantsofmonfliity. Table 2.1 presents die trends In moitality rale 
and itifmi mortality rate in India since die beginning of die present 
century. 

In Indhi, die deadiiHie started dediniag fiom die year 1921, bm die 
niBof its decline has not been as rapid as it was in someodierdevekipi^ 
oooniries. Ibe ovmll decline in die cnide deadi me of about 47 per 
diousand population in 1911-21 to about 12 per diousand in 1982-M is 
quile significant. 

In tiict, mortality rate has unfommaiely remained b^, despite the 
Government's determined effort to reduce it The infant monality srate 
has declined from 215 per thousand birdis in 1901-11 to 108 pet diousand 
births in 1981-83. Infant mortality, being die crucial determinant of 
fertility, there is an urgent need to find out ways and means to accderaie 
the rale of decline in die infant mortality rate m India. 



23 Mortality Research in India 

Mortality shidies carried out in India were mosdy dependent on the 
data generated through Census, Sample Registradon Scheme, hospital 
based data. National Sample Surveys, etc., and very few were exclusively 
on mortality. Though the smdies are valuable in many respects, diey 
have certain serious limiiadons. According to Desai, "diere have been 
several official publicadonsbasedon data by die vital registratioirsysiBm, 
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but these do not present any clear picture, and in fact, the blanket category 
of *other* and the general category of 'fever' account for disproportionally 

high ratio of registered deaths, and it is hazardous lo base any conclusion 
on Lhc data^'/ However, a few major studies have be^n earned out m 
different pans of India, generating primary data on mortality. In 
presenting the reviews of these studies, studies based on secondary data 
are presented first and later, studies based on primary data are represented. 

TABLE : 2 J 

RAXES OF MORTALITY iN INDIA 





Period 


Crude Death 
Rate 


Infant Mortality 

Rate 




190M1 


42.6 


215^ 




1011-21 


47.2 


178 




1921-31 


36.3 


228 




1931-41 


3U 


207 




1941-51 


27.4 


192 




1951-61 


22.8 


140 




1961-71 


18.9 


114 




1971-81 


14.4« 


126> 




1981-83 


12.P 


108* 




1982-84 


12.1* 


N.A. 



Sources Padmaaabha, F , ' Morialiiy m India — A Note on Tiendi and 
ImpUcauoQ ' ' JE^onomic and Poluicai Weekly, Aug. 7 , 1 982. " 



i. Samuel, H. Preston and P. N. Man Bhat— "New Evufcaoe on Femlity and Mortaliiy 
Trends in India' ' Popidatioii MdDevelopimiil Rtvkw, VoL 10. No. 3. 1 9M. 

Z Family WetfaiePtogfaiinie in India. Year Bool^ 1984-85^ 

3. S. Chandrasekhar, (^;?.Ci/., p. 101. 

Chancirasekhar. made a pioneering study on mortality, 
specifically infant moitaUty, using the secondary data. The study 



2. l>eiai.PA/'SocidSdcnoeReieaichoiiPapidaUonaiidDevekpmM 

Souib Atia".>^)pendix*2,M/«rna/iona/ Review Gro¥p tf ScckU Semiea 
RgMonh <M Papulation and Dtvehprnuu^ Mcxioa 

3. Chandrasekhar, S.. Ir^oHt Mortality. Pc^ftdaUon GrmMTib. and Fotmfy Plaimmg m 

Mia, Gootg/s AUen and Unwin (1972). 
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covered most dimensions of mortality study besides comparing the 
findings, cioss culturally and inLemauonally. One major achievement 
of this work was the inter- relationship estabhshed between a wide 
q)ectium of socio- cultural, health and nutritional variables and nkonality . 

Explaining the most impoiUini causes oi mfani mortality in India, 
Chandrasekhar wntes, "Ltic basic causes of the excess iiilani mortality in 
India are the poor nutritional status of the infants and their over exposure 
to large loses of pathogenic micro-organisms and the community's 
excessive fertility. These three basic causes interact, supplennent, and 
reinforce each other. Nutritional privation and high in^antand childhood 
mortality leads to excessive fertility which results, in view of limited 
funily lesoiiioes. in higli infant mortality.'* 

"This complex of under-nutrition and over-infection, combined 
with high fertility ajid high inlani mortality has been both a material and 
non-matenal based. The material component arises out of Indian 
shortage of resources, capital, and technological know-how. The 
non-material component, which is perhaps more important, is the produa 
of india'scultural patterns of behaviour,liumanie]ationsliip,moti 
and values.'*^ 

Adelman, Irma^ has conducted an empirical study based on data lor 
34 countiies (including India) taking age-specific mortality rate as the 
dqpendeot variable and the following independent variables : 

(a) per capita income. 

(b) the percentage rate oi growth of per capita real income. 

(c) the pciceniage of the labour force employed outside 
agricultuie. 

(d) health indicator (the number of physicians per lO.CKX) 
inhabitants). 

It is pointed out tbalLt ceteris paribus, there exists a negative 
long-run association between death rates and economic conditions (per 
capita income). Mortality is negatively associated with differentials in 
medical care. Both these variables are statisticaUy significant 



4. p. 213. 

i?«view, June, 1963, Na3. 
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Kohli, K.L.* studied the mortality levels and patterns for the period 
1951 — 61 in the States of the Indian Union. The study focused on (a) 
measures of level of mortality and changes therein, (b) inter-state 
variations in over-all mortality level and in different phases of life (c) 
variation of mortality with age and sex (d) variation in the mortaliQr 
pattern of states and comparison of the observed stale patterns with those 
of United Nations Model Life Tables, and (5) factors in mortality 
variation in India. The study concluded that in spite of revolutionary 
control of mortality from major communicable diseases such as malaria, 
tuberculosis, plague, smallpox and cholera, the current level of Indians 
death rate (1951-61) is still high, when compared not only with the 
wesicm countries but also with many Asian countries. The study 
observed thai the high level of dc^Lh rate in India was mainly due to poor 
envirofimcnuil hygiene, inadequate nutrition, insufficient preventive and 
curative health services and low standard of housmg. Added to these, 
illiteracy, unemployment and poverty are also directly related to the 
mortality patterns. Generally, moriaiiiy rates are higher in the Northern 
States, when compared to the Southern States. Also the sex differentials 
in mortality were foimd to be maximum in the Northern States followed 
by the Southern State. 

Padmanabha. P7 has made a detailed study of mortality trends in 
India, using almost all tlie existmg secondary data. He observed that in 
the age-group 0-4, the rural death rate is almost twice that of the urban 
death raie< Nearly 47% of the u>ial deaths are attribuuible to deaths in 
the age group (M years. The extremely high piopoition of deadis of 
infiEUtts within one month of birth calls for attention. Nearly 18 per cent 
of all deaths aieof children below one month. Again of all deaths, nearly 
30 per cent are attributable to deaths in age group below one year. In the 
rural areas, almost 75 per cent of births are attended only by untrained 
medical practitioners and others, as against about 38 per cent in die urban 
areas. The study also brings out that the mortality among female infants 
is more than Uial of the male infants, especially in ihc rural areas. This 
results bring out the need for further probe into the problem whether it is 
due to any deliberate preferential treatment of male children at the cost of 



6. Kohli. K.L., Morialtty m India A Siatewist Study. Steriing Publishers (IM..) Ltd.. 

1977. 

7. Padmanabha, P., "Mortality in India — A Note on Trends and Implicaiions ",£conormc 

andPoUncal li'eciU^, (August 7. 1982). 
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female children. The study concluded thai the infani mortali^ io India 
Is associated wtdi liiefacy, hygiene, age at mairiage, infrastnictiiial 
teiUties like good drinldng water, and lighting etc. 

Ru2ia,L.T.* traced out the morality transition in India during 1960's 
and 1970*s. The study observed, * * During the past thuty years, levels of 
mortalily and, by inference, the health conditions of the Indian population, 
have been far from satisfactory, both by modm standards and by 
comparison with many other less developed countries. Moreover, 
availaibleevidence suggestalhatthere persist wide differences in mortality 
among various geogEqrtiicai pans of India and, no less importantly, 
among various social strataof India Society.**' The author attempted to 
link the mortality situation with what has been happening in nutrition, 
hygiene, sanitation, water supply, medical care and other aspects of 
conditions ol life in India. Morialii) , apari froni ib> obious demographic 
significance, has been an important, and in most instances, the only 
available index of health condiuuiis The health care delivery system in 
Indiai especially in rural areas, Ll»e autiior observed, is still very 
unsatisfactory. The author suggests that under the existing scheme, the 
rural population is supported to be served by sub centres (each staffed by 
an Auxiliary Nurse-Midwife). The access of the rural population to 
healU) care can be approx im atc<l by the number of subK^enu'es per Primary 
Health Centre (PHC). The study also suggested thatadditional resources 
will have to, be directed towards the development ot supportive 
programmes : in sanitation, water supply, nml electrification, education 
and programmes in health and nutrition education. 

BhattacharjeeV^ study observed that in India, the females suffer 
from relatively bad mortality conditions, as compared id males, though 
the level of mortality for bodi sexes has declined to an extent. The paper 
attempted to study the sex differentials in mortality and available medical 
focilities in India. The relevant data for this purpose have been utilised 
fipom Demographic Year Book. (SRS Bulletin, Pocket Book of Health 
Statistics in India 1977). 



8. Ruzia. L.T.. "MoriaUiy in India: Pasi Trends and Further Prospecls" in Tim Dyson 

and Nigel Crook(Edi.) India's Demography— Essays on the Coniemporary 
Fopidatioit, SoaUk Afiin Aiblitlier*t Private Ud. (New Odbi). 

9. Ibid., p. 13. 

10. Bhatiacharjee, P.J., "Sc;^ Difterentials in Moruiity and Available Medical Faciliues 
m ln<h% '.Ariha Vtjnana, 23 (2). 1981. 
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It is observed ffom the table giving physlciau^bed population latio 
and Govemment expendituie on health widi CDR for some of the 
countries that, the Govemment expenditure on health in developed 
countries is quite high as compared to India. Similar is the case with 
physician or bed-population ratios. The bed-population ratio for India 
is far from satisfactory and other medical facilities like ante-naiaJ and 
posi-natal care of the mother as well as the care of the children, arc 
virtually absent even in ilie villages where PHCs have been luncuoning 
for a long lime. 

The uiban areas and metropolitan cities where medical facilities 

being as good as in many developed countries, seem to have a lower crude 
dc-ath rale, md temalc death rates arc lower compared lo males for 
Bombay, Delhi, Bangalore and Pune. There are some stiles where the 
female mortality rate is low er as compared to male. Eight slates in rural 
areas and ten in urban areas have shown a lowc^r mortality. Only four 
states have shown lower female mortality both in urban and rural areas. 
These arc Andhra Pradesh, Kerala, Kamataka and Maharashtra. It is 
also observed thai female mortality rales start declining after the period 
of reproduction. In die age-group 50 and above, the male mortality rate 
is higher. In the age-group (5- 14), Kamataka and Punjab recorded lower 
female mortality. In die a^-gioup 15-49, all the states have shown a 
high female mortality rate, excerpt Kerala, Andhra Pradesh, Madhya 
Pradesh and Tamil Nadu. The sex differentials in mofiality. observed in 
different stales, with die exception of Kerala, where die femakl mortality 
is mpch lower than males, are not very prominent. In Utiar Pradesh 
female mortality is found much above die level of male mortality and the 
medical facilities are relatively poor. 

Pceslon, $.H. and Mari Bhat, P.N." have estimated Birdi rates and 
Dead! rates for all-India, as well as for different states, using the 1981 
census data on age-distributions. Estimates of child mortality derived 

from children ever bom and children surviving data from three sources, 
viz. NSS data (1965-66), SRS Surveys (1972 and 1979) were also 
presented. The study aims ai cv aluaung the reliability of tfte existing 
data on births and deaths. The study estimated that the probabiiiiy of 



1 1. pKiton, 5.H. ind Miri Bhat, P.N., **New Evulmoe oi Fefiility and MMiiUty 
Ticndi in bdia**, FopuUuion ondDtvehpmaa Review, 10, No.3 (September, ' 
1984). 
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dying before age 4 (Q^ declined finun 0^5 in 1961 to 0.154 in 1968 and 
furtherio 0.125 in 1975.' 

In 1943, the All-India Institute of Public Health and Hygiene in 
Calcutta conduc Uid a general health survey of Singhur*^ — a nearby rural 
area involving some 300 families and 307 live births. The survey results 
show thai the infant mortaiily late as 137 per thousand live births. The 
survey pointed out, 'The sex specific infant moitaUly being 196 and 85 
for males and females respectively, the former aie again at a considerable 
disadvantage. The special leasons for higher lates amongst itie Conner 
inay also help to indicaie lines along whkfa endcavows coi^ 
reduce waste in early life. I¥oni the analysis of Ihe causes of death so 
far carried out, it would appear that a multiplicity of causes aie in 
operation but theie aie soine indications of difiOcult labour as being one 
of die posable causes of intat monality amongst the malea^" 

A ■ demographic survey, populaily known as the "Mysoie 
Population Suivey*V'> conducted under die joint auspices of the 
Govemnient of India and die United Nations, yielded an infant mortality 
tW of 168.1 |>cr diousand live birdis for rural and 1 10.9 for towns. The 
survey also revealed dial inCsm mortality rates decreased widi a rise in 
economic status. This, in the sense of a real increase in income, was 
reflected in better housing and in better domestic amenities (an elenientary 
index adopted was the kind of lighting used, clecLriciiy, kerosene, etc.) 
The infant nioruiliiy rate for families in poor class housing in urban areas 
was 100 per 1000 live births, but the rate dropped to 50 when housing 
conditions improved. In the rural areas the agricultural labour families 
had an infant mortality rate of 159 per 1000 live bu-ths, while the 
owner-cultivator famihes with better incomes had a rate of only 95. 

Dandekar, V.M. and Dandekar Kumudini have conducted a fertility 
and mortality survey in P(X)na diso ict"* in 1952. The survey is conducted 
among 1 180 families m Poona city and 1006 families in other towns and 
villages. The authors have constructed a hfe-table for Poona City, and 
pointed out diat die survey data shown an under-reporting of deadis, 

li AUIhdialnitiliite of PtobJicHeabbaiid Hygiene 
HtalthSunmy** (1945). 

13. UmiudNaUon, "Hie Mywie Popolalion Study" (New Yoik. 1961). 

14. Dikiddttr. V.M. and KumtKlini Dandekir. Swty qfFvttUty mdMcrtaUiy k Poona 
District, GoklMle bwtinite of PoUtics and Economics (PbfaticMkMi l^^o^T) (1953). 
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especially cliikl deaths. "As againsl a total of 48 deaths to be expected 
among fathers and sons, only 19 were reported. Similarly, while a total 
of 53 deaths were expected among mothers, wives and daughieis only 22 
were reported.* '^^ 

Gordon, J.E., and Wyon, hE.^*' have conducted a field study of 
eleven villages near Khanna in Ludhiana district in Punjab. The.stuc^ 
was condiictexi with the aid of specially trained field staff for four years 
during 1 956-59. A resident woman village worker visited once a month 
all families where the wife was of child-bearing age 15-45, and the male 
worker interviewed husbands. Through long residence, the village 
workers had become a pan of the community, a fact which greatly 
favoured the colksctbn of accurate information. A staff physician 
visited each vilh^e once a week, and thus a good proportion of senous 
illnesses was idlentified, and investigaied every reported death. Four to 
eight men and women of the village, depending on its size, were appointed 
informants, who voluntarily assumed responsibility for reporting vital 
events for a specified group of 25 to 30 neighbourhood families. They 
reporLcd lo the village worker weekly once and additionally as events 
occurred. The data collected m this study indicate that infaiu iiiorLaliLy 
rates obtained arc 1( 3. i, 142.2, 167.7, 172.9 and 161.7 for the yearii 
1956-59 respccuvely. 

The Khanna study has found that ihe crude death rate of females 

exceeded that of males by a siatistically significant difference of 26 per 
c eru In infancy, there were 170 deaths per 1000 male infants against 
2U5.4 among females. 

Sfaiha. U.P.i^ has conducted a mofiality surv^ among scheduled 
tribe fomilies. The results of the survey are quite interesting. Among 
the tribals the sex composition b relativdy balanced. Estimates show 
that the death rate among tribal females is lower dian (among) males( 
This leads to the conclusion thai the tribal society though facing many 
odds, females are well looked after and us a rcsuli, Uicy enjoyed Naiuic s 
law oi lunger longevity than males. 



15. IbieL,p.U4. 

16. Wyon, J.R. and Gordon, J.E. Khanna Study: Populaiion ProbUms m Rural PuH^ub^ 

Cambridge, Massachuscus, Harvard University Press, 1971. 

17. Sinha, U.P., "Sex Composition and Differcnual Mortality Among Tribals of India" 
Indian Journal (^Social Work, 44 (4). 1984 (pp. 387-392). 
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2A Morbidity — The Concept and MeasureneBl 

Hie World Health Organisation (WHO) Is of theopinion Ifaat health 
is a slale of complete physical* mental and social well being and not 

merely the absence of disease or infirmity. Generally, a person is said 

to be in iTiorbidiLy siaic if he shows any of the following signs, known as 
cia^:>iiication of morbidity. 

(i) diseased and deformed. 

(H) deficiencies, deforaiities and diseases, eidier from birth or 
developed in the life-process, which do not make a man 

incapable and unable viz., permanent and chronic diseases, 
diseases in the eyes, or some specific categories of 
deformiLies. 

(iii) diseases of pfimaiy singes. 

^(v; die persons of die diseased mentality, who eidier fbel 
themselves as ill and hurted. 

The study of morbidity is important for the foUowing reasons: 

1. It helps assess die healdi slams of die people. 

2. Morbidity affects national production. 

3. Helps plan for healdi services. 

4. Helps plan for the research and production of pharmaceuticals. 

There are two imporLani methods of conducting morbidity studies. 
They are ( 1 ) S urvey Method and (2) Records Method. The first method 
is based on primary data collected duough a sample survey and it all 
depends on the objectives of the survey. The records meUiod is based 
on die siadstical records maintained by hoqiMtals, police, deaUi 
regisliation recofds, insuiance, companies, industries, etc.. 

Morbidity rate is generally measui^ as crude 

Total number of diseased peiaons 
in a specified period 

prevalence raie « : x 1000 

Average population of die period 

4 

If we warn disease specific prevalence rate, we shall change the 
numerator of die abpve fonnulaas **Total number of persons afifecied by 
die particular disease.*' 
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Case Famiity Rate (CFR) is measured as 

Number of deaths due to certain disease 

CFR« '■ X lOOQ 

Number of persons caught by thai disease 

2 J Trends in Morbidity 

TABLE2J 

PERCENTAGE OF TOTAL NUMBER OF DEATHS BY 
DIFFEREI^JT CAUSES (1921-73) 



Cause 1921- 1931- 1941- 1960 1962 1964 1973 

31 41 51 



Malaria 


59.1 


5a.4 


58.1 


Cholera 


3.6 


24 


1.1 


Smallpox 


1.2 


1.1 


4.0 


Plague 


2.6 




9.3 


Dysciuery 6l 


3.6 


4.2 


4.4 


Diarrohea 








Respiratory 








Diseases 


NA 


8.3 


8.2 


Others 


NA 


25.8 


23.9 


All 








causes 


100.0 


100.0 


100.0 



58.1 


38.4 


37.7 


32.4 


1.8 


03 


0.8 


0.3 


0.9 


1.0 


0.9 


0.6 


0.5 


5.1 


4.8 


4.4 


4.1 


8.8 


8.9 


9.4 


34.6 


46.4 


46.9 


52.9 



100.0 100.0 100.0 100^ 



Source : S. N. Agiuw9iist--^ndiaFopuUuionFrobiem (Tata Mcgiaw 

HiU). 

TABLE 2.3 

PERCENTAGE DISTRIBUTION OF ALL FNTFANT DEATHS BY 
CAUSES. ALL INDIA (RURAL) 1979-1982 

Major cause Crops 1979 1980 1981 1982 

Digestive disorders 3.3 2.2 3.4 2.3 

Coughs (disorders of 

respirator sysiem) 11.9 11.7 15.0 14.8 
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Fevers 


4.8 


18 


4.5 


5.0 


Disease peculiar to 

» 










infancy 


69.1 


73.1 


66.3 


67.3 


Others 


10.9 


10.2 


10.8 


10.6 


Total 


100.0 


100.0 


100.0 


100.0 


Total No. of infant 










deaths covered in the Survey 


3.296 


3.296 


3,186 


2.803 



Scmct: Year Book 1984-85 of the Famity Welfare Programme in India. 



Daia on morbidity rate in India are generally incomplete and 
inadequate* Table II presents the Qiends in the deaths due to the seven 
major diseases, from 1 92 1 -3 1 to 1973. Highest proportion of the deaths 
still remain to be the highest due to malaria. The proportion of the 
category of 'others* has been increasing from 25.8 per cent in 193 1-41 to 
52.9 per cent in 1973. 

Table 2.3 presents the percentage distribution of all infant deaths 
by causes from 1979 to 1982. The highest percentage of deaths is due 
to diseases pectiliar to infancy. The second major determinant is due to 
the diseases of respirator system. 

2.6 Morbidity Surveys 

Research on morbidity is almost negligible when compared to the 
other areas of demographic research. One of the important difficulties 

of the morbidity research is ihai even the doctors often find it difficuli to 
identify what is the cause of death. For the lay police, paiels or 
chowkidars, it is generally impossible. Second difficully in inorbidity 
research is the classified list of diseases. There is a huge list provided 
by the WHO 'the imLrnational classification'. There is another 
abbreviated Yves Birand Classification, and still more abbreviated 
Registrar General's list. These lists uliin^aiely boils down to eight types 
of diseases. They are (1) Cholera, (2) Smallpox, (3) Plague, (4) Fevers, 
(5) Dysentery and Diarrhoea. (6) Respiratory diseases. (7) Injuries and (8) 
Other causes. The residuary category 'other causes' accounted every 
year for more than half the registered deaths. The Tever' category also 
is recorded about one-fourth of the total diseases. 
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A pioneering health survey is conducted by S. C. Seal", Professor 
of Epidemiology of All India Insiituie of Hygiene and Public Health 
(AIIHPH), Olculia. Morbidity data on Dungarpur Block of Rajasthan 
is presented below in Table 2.4 : 

TABLE 2.4 

MORBIDITY RATE PER 1,00,000 POPULATION DURING 12 

MONTHS 



Disease Illness rate per 1 ,00,000 

Population 



Feverb, others 


3478 


Guinea Wonn infection 


2932 


Diarrhoea and Dysentry 


1059 


Other ill-define causes 


511 


Bronchitis 


443 


Typhoid Sc. Paratyphoid Fevers 


307 


Skin and other diseases 


273 


Pneumonia 


239 


Caiaraa 


239 



The main findings of die study are : 

(i) There is a high incidence ot dysentery and diarrhoea anK)ng 
infanLs, loddlcrs and children of school going age. 

(ii> The actual morbidity rate was highest among old persons 
above 55 years of age — 193.3 per 1000 with an average 
duration of sickness of 9.0 days per head — but the loss of 
working efficiency due to morbidity in the working ages 
1 5-55 is even more appalling ; for the duration of sickness per 
sick person was highest among persons of this working ages 
1 5-55 is even more appalling ; for die duration of sickness per 
sfck person was highest among persons of this working age, 



18. Seal, SC. . Report on the Survey of Durnarpur Community Dtvelopmem BloclC\ 
AOHPH, aicuua (1956), pi 52. 
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the avenge loss being 63 days. The duration of sickness in 
pie-school and school age is not considerable cither and 
piovides an exfilanaiion in a Uvge measwe of the high rate of 
wastages and dropouts ai school. 

The Central Bureau of Health Intelligence of ihe Director General 
of Health Services of India having concentrated its efforts on a narrow 
core of epidemiology covenng epidemics and infectious diseases, and 
during the end of the fifties, the causes of deaths were enquired. Later 
Registrar General of India began publishing ihe annual reports of Vital 
Statistics from 1958 onwards* Broad conclusions of these surveys are : 

(i) It has been observed that the accepted notion that in 
communities widi relatively poor .healdi, sanitary condition 
and nutrition, infective and parasitic diseases are the most 
important ki!lers, but even at they are brought under control, 

diseases of the respiratory system and of metabolism and 
nutrition assume greater significance. 

(ii) One firm conclusion that may be arrived at is that mortali^ 
in India is still overwhehningly a public health and preventive 
problem, which will have 10 be fought for a long time yet on 
its own ground rather than on a clinical or curative one. 

Mlahadeva. K.*' and others have conducted a study with the aim to 

explain the differential trends in infant and early childhood mortality in 
terms of socio-economic, cultural, demographic, and health and nutrition 
factors. The study was carried oui across the three major cultural groups, 
namely, the Muslims, liie Harijans and caste Hindus belonging to 
Rayalaseema region of Andhra Pradesh. The penod of the survey is 
1979-80. 

The Major findings of the study are : 

(i) Major factors influencing infant mortality were found to.be 
mostly maternal : prematurity, malnuuition. asphyxia neo- 
natorum, delivery problems (the Muslims 31 per cent, the 
Haiijans 28 per cent, the caste Hindus 25 percent). 

(U) Tt\& second major cause for infant morialily is the water- 



19. Maludeva, K. etal.. In/am and Child Mortality m Indux Bio-Social Deternunanis, 
Miual Publicalions. Delhi (1985). 
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bonie<lisease5(dianiioeatdysentry,clioiere,eic.)(Mu^ 18 
per cent, Harijans 19 per cent, cafle Hindus 18 per cent). 

fill) Third major cause of death was air-bome diseases ranging 
from 11 10 1 7 per cent. 

(iv) Other causes of death included fever, fits, stomach ailments, 
respiratory trouble, animal biles and so on. 

(V) Another one tilth of the respondents do not know the causes 
of death and 4 to 9 percent atuibuied ii to anscieniific causes 
like wind, ghost, evil eye etc. Thus a quarter of the 
respondents did not know (he causes, but knew only the 
wrong ones. 

(vi) The most important common factor that influenced the infant 
and childhood mortality was birth onler of the 
infantsA^hildren died. Per cent variation in infant/child 
mortality, explained by die birth order of the children (1-4) 
died is 32-89 per cent for Muslims, 31.16 for Harijans and 
53.46 for casie Hindus. The variable, 'Number of living 
children' explained the percentage variation in infant 
morialily as 5.57 for Mushms, 13.42 for Harijans and 9.34 
percent for caste Hindus. The other conmion factors were 
sex of the in fan u child died, environment sanitation 
nuuiuonai status, and duration of the breast feeding. 

(vii) The single taigest number of infant deaths occurred during 
the first week after delivery; it was 42 per cent, 40 per cent, 
and 39 per cent respectively among die Muslims, Harijans 
and caste Hindus. 

2.7 Importance of the Study of Mortality and Morbidity 

The Single largest determinant of reducing birth rate and in 
effecting demographic u^nsiiion is the death rate. And unless death rate 
falls lo a reasonably low level, the question of the fall in the birth rale may 
not be achieved. Even if it is achieved, it may not be desu^able for the 
reason that the balance between birth and death rates is essential. The 
rates of mortality and morbidity are indicators of heald) staUJS of the 
people. The present suidy throws light upon such aspects and analyses 



20. Dciai. P.B., A Survey ef Research in Orntofgrapky, Popular Phdtanfi, BumlMy , 
1975. 
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the shifts in ihe health status of the people, so as to indicate guidelines lo 
policy, particularly because the social scientists have not paid much 
attention on mortality and morbidity studies. According to an ICSSR 
Survey of Research in Demography^ out of 4661 artictes, books and 
monographs published in demography upto 1975. there are only 266 of 
them are on morbidity and mortality. In Andhra IMIes|i, the number of 
studies on mortality and morbidity is almost negligible. This study 
assumes significance looked at from the point of the need to have an 
estimate of the trends in mortality and morbidity and thereby assess die 
health status of the people, so as to ascertain the gap between the supply 
of and demand for health services and thereby suggest some measures to 
fulfil the objective of '^Health for all by 2000 AD*\ which might 
ultimately help evolve a population policy for the region. 
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MORTALITY AND MORBIDITY 
TRENDS— AN EMPIRICAL 
ANALYSIS 



3.1 Mortality 

TiUe 3.1 throws light on the percent^ distrihution of population 
by«ge8ioiq^inAiidhmPkade8ha8perl971aiidl9SlCeiim Inthe 
age group (M the percentages aie 13.83 (persons), XZM (Males) «nd 
14.01 (females) in 1971 and the oomsponding peicMages on 1981 aie 

12.15 (persons). 12.00 (males) 12.31 (females). The figares show a 

decline in the popiilation in ihe age group 0-4 which is a very important 
irend in the ^se that population growth has declined. 

If we broadly divide the age groups into three i.e. 0>14, 15>S9 ttid 
60+, the percentage of distribution of population in Andhra Pradesh is as 

follows. It is 40-68 in 1971 and has declined to 38,55 m 1981, as far as 
the 0- 14 age group is concerned. In the 15-59 age group ihe percentage 
of populadon is 53 07 in 1971 and has risen to 54 78 in 1981. There is 
no significant change in the third group and ihe pcrcen Lagc m 1 97 1 is 6.35 
and 6 67 in 1981. In the first two groups, ihough the change is not very 
high, ii IS a significant change m the sense that, the reduction in the 
percentage of people in the age group 0- 14 by 1981 is an indicator tor ihc 
reduction of births ; and the rise in the percentage in the age group 15-59 
by 1981 shovi^ an increase in the number ofpeopie in the productive age 

As regards the rural urban differences the following facts are worth 
noung. In the age 0-4 age ^oup the percentage of population in 1 97 1 is 
13.97 and ithasdeclinedto 12.27 in 1981. Correspondingly, in the urban 
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areas in the 0-4 age group the percentage is 13.27 in 1971 (i.e. almost at 
same level as in nirtll areas) and it has declined to 11.75 in 1981 which 
indicates ihai the fall is greater in urban areas. It may be due to an 
effective implemention of faoiiiy planning progiainine in urban areas 
comparaiively. 

InihcO 14 age group the percentage of population is 40,72 in 1971, 
and it has fallen lo 38.9 by 1 981 in the rural areas oi Aiulhra Pradesh. On 
the oihcr hand, in the urban areas in the 0.14 age group the percentage is 
39.48 in 1971 and it has gone down to 37.42. These figures arc both 
lower compared to the corresponding figures for the rural areas. It shows 
that birth rate leducuon is higher in urban areas. In the 4ge group 1 5 -59 
in the rural areas of Andhra Pradesh, the percentage of population is 5255 
in 1971 and it is 53.96 in mi and in the urban areas it is 55.59 in 1971 
and it has risen to 57.43 in 1981. Figures show that, tlie incfcaae in the 
number of people in the productive 4ge bracket is higher in urban areas 
compared to rural areas, and it may be doe to greater reduction of 
morbidity in urban areas due to the avaihriulity and use of health services. 

Regarding '60 plus' age group, the percentage of population in 
rural areas is 6.73 in 1971, and it has risen to 7.14 by 1981; and the 
corresponding figures for the urban areas are 4.93 in 1971 and 5.14 in 
1981. Figures show that greater loiigeviiy is associated with rural 
people. 

3.2 SRS Vital Rates in Andhra Pradesh during 1976-85 

Table 3.4 indicates estimated SkS h\ah rate, death rate, natural 
growth rate and infant mortality rate in Andhra Pradesh during 1976-85. 
Birth rale has declmed from 33.7 in 1976 to 31.7 m 1981 to 29.3 in 1983. 
In rural areas birth rate decreased from 34.6 in 1976 to 32.7 in 1981 and 
to 292 in 1985. On the other hand, in urban areas, birth rated declined 
from 29.8 in 1976 to 27.5 in 1981, but from 1981 birth rate has risen to 
29.6 in 1985.. Regarding birth rate in Andhra Pradesh durii^ 1976-85 
there has been a decline to the extent of 13.06. The decline in die birth 
rate pertaining to rural areas is 15.61 percent, and diat pertaining to urban 
areas is 0.67 (though th.5 decline in urban areas is less, one should keep 
in mind iho fad that rates are lower than that in rural areas). The death 
rales m Andhra Pradesh declined by 30.34 during the period 1976-83. 
The decline in tlie rural areas is of the order of 30. 13, and 26.32 in urban 
areas. There has been no change in natural growth rate during this period 
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(1976-85) But the natural growth rate in rural areas has declined by 3.68 
per cenL On tbe otber ham), the natural growth rate has increased by 
11. 33 per cent in urban aieas infant mortality rate in Andhra Pradesh 
decreased by 3 1 .97 per cent. The IMR in rural areas has fallen by 29. 13 
per cent, while that in uriMn areas has fiaUen by 40^7. This may be 
attributed to compaiativdy better availability and utilization of health 
services in urban areas. 

3 J £x|MCtalicNiorUfe 

Table 3.5 throws light on projected values of expectation of life at 
birth in Andhra Pradesh during 1961 -70 to 1996-2001. It shows that the 
expectation of life (males) has risen Irorn 44.6 in 1961-70 Lo 56.10 by 
1981-86 and it is expected to rise to 63.40 by 1996-2001. On the other 
hand, with regard to females, the expectation of life rose from 43.5 in 
1961 70 to 59 98 in 1981-86. and is expected lo rise to 65.93 by 
1996-2001 . The figures siaie that the expectation of life pertaining to 
females is slightly lower or equal to that of males iipio 1980, but from 
1981 -86 onwards the expectation of life regarding females is higher. 

3^ Age Specific Death Rates ID Andhra Pradesli during 1976-84 
(both Rural and Urban) 

The estimated agc-sf^ecific death rates in Andhia F*radesh during 
1976-84 show tliat, there has been a decline in death rates during the 
p>eriod 1976-84. There has been significant reduction in 0^ and 5-9 age 
groups. I.e., 42.4 per cent 40.0 per cent which indicates reduction in infant 
mortality and child mortally which in tum indicates improvement in 
health status. 

As regards rural urban differences, it may be stated thai there has 
been a decline in death rates pertaining to all age groups in rural areas. 
In fact there has been a rise in mortality in certain age groups in urban 
areas i.e., 10-14, 45-49 and '70 plus*. DeaUi rate (all ages) reduction in 
Andhia Pradesh during 1976-84 is of the order of 24.0 and the ruial death 
rate (all ages) is closer to it at 25.0, while the urban death rate (all ages) 
is only 9.5. 

3.5 Morbidity 

The morbidiLy statistics seem to be generally inadequate, and with 
the Umiied data that are available, an auempi was made to locus on the 
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morbidity pattern in Andhia Pradesh. In a poiod of developmem, it is 
essential to consider the pattens of mofbidity , because it has a crucial role 
in the welfare of the individuals. Whenever incidence of sickness is 

bigh, it turns out to be a severe hurdle coming in the way of the 

developmental acliv iues. and the cnhancemeni of the well-being ot the 
Hid I V id uals, as it resul Ls i n h i g h invcs ol absenieeism , disability . deiibility , 
inefficiency, income loss, etc. 

3.6 in-patients and Out-patients per 1000 Population During 

1963, 1973 and 1983 

The total number of inpatients treated in all Government Medical 
Institutions are 1600107 in 1963,4494972 in 1973 and 7997977 in 1983. 
The percentage increase in in-patients during 1963-73 is 180.92, and it 
declined to 77.93 in 1973-83. If we look at in«petients per 1000 
population, we get a similar trend. The in-patients per 1000 population 
was 42.68 in 1963. 98.76 in 1973 and 143.95 in 1983 le., the growth of 
in-palienls is less during 1973-83. 

The same trend is seen even widi regard to out-patients. The total 
number of out-patients treated in all Government Medtcai Instiuitions 
was 1. 81. n, 413 in 1963, 3, 70. 45. 535 in 1973 and 5. 47. 82. 432 in 

1983. The percentage growth of out-patients during 1963-73 is 104.54 

and il dctica-scd lo 47.87 in 1973-83. Number ul uui-pauciib per ICXX) 
population was 483.13 in 1963, 813.27 in 1973. and 986.02 in 1983. 
1 hcsc figures show thai the growth in the number of out-patients during 
lM6^-73 is more compared to 1973-83. Thus, facts indicate that there 
hai> been a reducuon in morbidity during 1973 S3 compared to the 
previous decade, which is an indication of improvement in the health 
status ol the people, in general. 

3.7 Percentage Distribution of In and out-patients Treated in all 
Government Medical Institutions in Andhra Prades»h in 1983 

Tables 3.13 and 3.14 contain a detailed list of patients treated and 

deaths of m-paiicnis in Governmental Medical Insututions in Andhra 
Pradesh m H)H3. It we look at the percentage distribution of in- and 
oui-paiienis among major cause groups, it generally indicates that the 
percentage of patients is higher in the infective and parasitic diseases 
group, followed by diseases o! bkxxl and related organs, diseases of 
rcjipiraiory system, and so on. Percentage ot deaths is also high lor the 
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infective and parasitic diseases group, followed by ihe diseases oi 
circulaiory system and diseases of the respiratory system. 

The incidence of malaria indicates that it has increased during 
1970-76 and from 1977 onwards the incidence started a declining trend. 

The inter-district variations with regard to incidence ui rnaiana during 

1985 and 1986 are presented in the relevant lable. 

Table 3.13 shows that in re^t of filaria, dunng 1982-86. The 
disease rate has increased from 1.8 in 1982 to 5.0 : the endemicity rate 
increased from 4.4 to 8.8, the infection rale declined from 1.4 to 1. 0 and 
infectivity rate decliaed from 0.5 to 0.3. 

As regards Tuberculosis, the total number of cases treated was 
1,31,824 (old plus new) in 1982-83 and it was 1,42,250 in 1985-86 and 
1 38,022 in 1986-87. The percentage of cases cured to the total has risen 
from 6.05 in 1982-83 to 6.4.6 in 1985-86 and to 7.67 in 1986-87. 

There has been a decline in the incidence of cholera atid gastro- 
enteritis during 1978 — 86. The percentage decline in the cholera cases 
is 10 the extent of 93.95; percentage decline in deaths due to cholera is 
96. 1 6; percen lage decline in gastro-enteritis cases is 40.3 1 , and decline in 
deaths relating to gastro-enteritis is 71.61 during 1978-1986. Tables 
3.20 and 3.21 prc^cnus disirici wise cases aiid deaths due to cholera and 
gastro-entenus m Andhra Pradesh 1982-86. 

As regards the incidence of encephalitis in various districts during 
1982—86, the total number of cases was 436 in 1979 and 397 in 1980. 
The number of cases was high in 1981 i.e. 1273 and again the number 
decreased to 418 in 1982, 325 in 1983, but again it has risen to 606 in 
1984, and came down to 187 in 1985. And the number is ver\' high in 

1986 i.e. 2( WK. The figures show thai the incidence of the diseiise is vcrv' 
high The percentage of deaths to louil number of cases also had come 
down by the year 1986. In 1979, this percentage was at 19.49, it was 
45.84 in 1980, 34.48 in 1981 , 33.49 in 1982, 50.15 in 1983,55.45 in 1984, 
62.03 in 1985, and 31.25 in 1986. The figures indicate that the 
percentage of deaths is lower comparatively in the two years i.e., 1981 
and 1986, when the total number of cases was very high. As regards 
leprosy the total number of cases recorded in 1985 was 481225 and the 
number of cases discharged was 79329 in 1985—96. The number of 
cases cured and discharged generally indicates Ihe drive involved in 
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official polk;y in laclding this impoftant disease. The prevalence laie of 
leprosy per 1000 was 1 1.S8 in 1985-86 which is higher than the national 
prevalence rate of 5.72. 

TABLE 3 J 



Percentage Distribution of Population by Age Groups in andhra Pradesh^ 

1971 and J98I Census 



Age Group 

(yom)PenQiis 




I011 

17/1 






lOfil 

l70l 


Males 


Females 


Persons 


Males 


Females 


0- 4 


13.83 


13.66 


14.01 


12.15 


12.00 


12.31 


5- 9 


14.63 


14.53 


14.73 


14.15 


14.05 


14.26 


10>14 


12.02 


12.23 


11.80 


12.25 


12.45 


12.03 


15-19 


8.44 


8.59 


8.28 


9.07 


9.26 


8.89 


20-24 


7.90 


7.63 


8.17 


8.23 


7.97 


8.49 


25-29 


7.65 


7.26 


8.05 


7.83 


7.97 


8.09 


30-34 


6,72 


6.59 


6.85 


6.62 


6.68 


6.55 


35-39 


6.08 


6.11 


6.04 


6.13 


6.08 


6.18 


40-44 


5.64 


5.90 


5.37 


5.62 


5.87 


5.37 


45-49 


4.23 


4.50 


3.96 


4.56 


4.69 


4.43 


50-54 


4.28 








4 49 


4 27 


55-59 


2.21 


2.31 


2.11 


2.34 


2.39 


2.29 


6(K64 


Z99 


2.97 


3.01 


3.03 


2.99 


3.07 


65-69 


1.17 


1.18 


1.18 


U7 


1.23 


1.30 


10 


2.20 


2.16 


2.24 


2.34 


2.25 


2.44 


Age not 


0.01 


0.01 


0.01 


0.03 


0.03 


0.03 


staled 














All Ages 


100.00 


100.00 


100.00 


100.00 


100.00 


100.00 



Smx$ : HmUk Smisiia tfAndkn FraeM, Co^nnummt cfAndkra Pntduk, 1997, 

I 
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TABLE 3.2 

Percentage Distribution cf Populatiem by Age Groups in Rural Areas of 
Andkra Pradesh 1971 and 1981 Census 



1971 1981 

AgeGfDups 



(Yours) Persons 


Males 


Females 


Persons 


Males 


Females 


0- 4 


13.97 


13.79 


14.14 


12.27 


12.16 


12.39 


5- 9 


14.75 


14,69 


14.81 


14.37 


14.31 


14.42 


10-14 


12.00 


12.28 


11.72 


12.26 


12.54 


11.97 


15-19 


8.04 


8.22 


7.86 


8.60 


8.86 


A A M 

8.34 


20-24 


7.52 


7.17 


7.87 


7.73 


7.40 


8.06 


25-29 


7.51 


7.08 


7.95 


7.52 


mm 

7.22 


7.83 


30-34 


6.67 


6.47 


6.88 


6.53 


6.49 


6.57 


35-39 


6.06 


6.08 


6.04 


6.11 


5.99 


^ A^ 

6.23 


40-44 


5.71 


5.94 


5.48 


5.73 


5.91 


5.55 


45.49 


4.32 


4.58 


4.06 


4,70 


4.81 


4.59 


50-54 


4.42 


4.52 


4.32 


4.59 


4.73 


4.45 


55-59 


2.30 


2.43 


2.17 


2.45 


2.50 


2.40 


60-64 


3.13 


3.15 


3.11 


3.23 


3.23 


3.22 


65-69 


1.25 


1.26 


1.24 


1.36 


1.35 


1.38 


70 


2.34 


2.33 


2.34 


2.52 


2.47 


2.57 


Age not Slated 


0.01 


0.01 


0.01 


0.03 0.03 0.03 


ALL AGES 


100.00 


100.00 


lOO.uO 


lOO.OO 


100.00 


100.00 



\ 
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TABLE 33 

Percentage Distribution of Population by Age Groups in Urban Areas cf 
Andhra Pradesh 1971 tmd J9S1 Census 

1971 1981 

Age Groups 



(Youis) 


Persons 


Mates 


Females 


Persons 


Males 


Females 


0- 4 


13.27 


13,09 


13.46 


11.75 


1 1.48 


12.03 


5- 9 


14.12 


13.85 


14.39 


13.46 


13.80 


13.73 


10-14 


12.09 


12,04 


12 14 


12.21 


12.18 


12.24 


15-19 


10.10 


10.11 


10.08 


10.65 


10.56 


10.75 


20-24 


9.49 


9.34 


9.44 


9.87 


9.o0 


9.94 


25-29 


8.25 


8.04 


8.47 


8.83 


8.69 


8.98 


30-34 


6.90 


7.08 


6.72 


6.89 


7.30 


6.47 


35-39 


6.15 


6.25 


6.05 


6.21 


6.39 


6.02 


40-44 


5.34 


5.74 


4.91 


5.22 


5.69 


4.74 


45-49 


3.86 


4.18 


3.52 


4.11 


4.30 


3.91 


50-54 


3.69 


3.74 


3.65 


3.68 


3.72 


3.64 


55-59 


1.21 


1.79 


1.84 


1.97 


2.01 


1.93 


60-64 


2.40 


2.24 


2.56 


2.40 


2.23 


2.52 


65-69 


0.89 


00.83 


00.96 


00.96 


0.88 


1.05 


70 


1.62 


1.46 


1.80 


1.76 


1.55 


1.98 


Age Not Slated 






O.Ol 


0.02 


0.01 


0.03 


All Ages 


100.00 


100.00 


100.00 100.00 100.00 


100.00 



TABLE 3.5 



Projected Values of Expeciaiion of Life at Birth in Andhra Pradesh 1961-70 

to 1996-2001 



Period Males Females 



1961-70 


44.60 


43.50 


1971-75 


48.60 


48.00 


1976-80 


51.50 


51.00 


1981-86 


56.10 


59.98 


1986-91 


59.10 


62.23 


1991-96 


61.40 


e>4.48 


1996-2001 


63.40 


65.93 



Hcu : Piojecied V«lite$ of expecuttkm of Ufe fton 1981-2001 are bued oa Sample Regitmiioii 



Sdiane— Report of the Expert ConmitlBe on Popai«lkii projectk» 1991-2001. 
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TABLE 3.10 

Malaria cases Delected in Andhra Pradesh 

POSITIVE CASES 

YEAR 



P.V. P.P. TOTAL 



1970 


10 144 




2 536 


12 600 


1971 


21 ^02 




5 948 


27 150 


1972 


40 ^7'^ 




10 092 


50 465 


197^ 


X4 179 




1 1 440 


95 619 


1974 


101,939 




14,436 


116,373 


1975 


1M,943 




16,loCi 


151.103 


1976 


197,172 




20,001 


217.773 


1977 


103,113 




11,107 


1 14.220 


1978 


62,215 




9.508 


71,723 


1979 


46,624 




12,466 


59.466 


1980 


25.555 




10.649 


36,204 


1981 


20.032 




18,202 


38.234 


1982 


21,744 




13.198 


34.942 


1983 


23,944 




11.694 


35,638 


\m 


27,1 14 




19,124 


46,238 


1985 


22,454 




14,360 


36.814 


1986 


18,610 




10.226 


28,836 




TABLE 3.12 






Incidence of Cholera and Gastro-enteritis in Andhra Pradesh 




CHOLERA 




GASTRO-ENTERmS 


Year 




















Cases 


Deaths 


Cases 


I>eaths 


1978 


761 


26 


18,580 


1,381 


1979 


285 


10 


17,528 


846 


1980 


591 


15 


25.817 


1,737 


1981 


182 


2 


16.784 


577 


1982 


132 


1 


10,080 


228 


1983 


179 


8 


17,697 


718 


1984 


74 


• 


14,972 


485 


1985 


126 


2 


14,762 


697 


1986 


46 


1 


11.090 


392 
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CHAPTER— IV 



HEALTH FACILITIES IN 
ANDHRA PRADESH : 

DETERMINANTS OF HEALTH 

STATUS 



4.1 Introductioii 

The previous chapier was an analysis of ihe indicaiors of health 
status with particulars reference to moruiiiiy and morbidity. As health 
status broadly depends on health faciliues and nutritional status, an 
ailcmpi IS now made lo throw light on the existing health facilities- in 
Andhra Pradesh. Adequate health facihlies are a must boLh from the 
economic and humanitarian points of view. In the absence of adequate 
health facilities, mortality is bound to be high, i.e. death rate, infant 
mortality nue, child mortality rate and maternal mortality rate; and 
morbidity may also be high resulting in inefficiency, disability, debility, 
etc. which wUI hive adverse imiwct on production, pcoductivi^, and 
incomes. The focus in this section is therefoie on the healtfi focilities in 
Andhra Pradesh. 

4 J. Profile of the fMUtici 

Table 4 1 depicts the number of seats in MBBS andPG courses and 
total number oi beds in teaching hospitals attached to the colleges. The 
number of beds per seat will be high if we consider all hospitals. Table 

4.2 gives detailed, information about medical colleges and teaching 
hospitals and attached bodies. 
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Table 4.3 throws light oil the progress of health facilities during the 
past two decades. It is a fact that in a period of developiiicnt, amimberof 
medical institBtiaiia, doctors and nuiaes have all incrwsed over the yean. 
Butifwelookat the figiiiesfelatiiig 10 poimlatton sensed by 0^ 
or one doctor or one bed per population, the picture is somewhat 
onsatisfiBclory. 

Hie population served by the med^ instituiioas has been the 
subjea of a mixed trend through the five year plans, and with eVery 
increase in the population, the ficiliiies seem to be clearly inadequate, 
looked at from the point of the coventge and die number of beds. 
Population served by one doctor giaduatty decieased fiom 30^00 in 
1956-57 10 9,568 by 1986 which is an encouraging trend. Itae has not 
been much Change in nurse-bed ratio and it has slightly decreased fiom 
1:7 to 1:5 during 1956-86. 

Table 4,4 to 4.10 indicsies medical fiacilities in various districts. 
Taible4.1 1 states that population served by one, doctor, and nurse, and all 
are on die lower side in Hyderabad. Pcq|Hilation served by one bed is 
highest in Vijayanagaram; population served by one doctor is highest in 
Frakasam; and population served by one nurse is highest again in 
Vijayanagaram. As regards number of hospital beds per nurse it is lowest 
in Naigonda and highest in Visakhapatnam. 

The ideal doctor-populadon ratio to be aimed at as per the Mudaliar 
Committee is 1:3500. The doctor population ratk> was 1:30800 in 
1956-57, 1: 12500 in 1966-67 and it came down to 1:9368 in 1986, which 
is not nearer to die kleal ratio. Hie ideal bed population ratio is 1:1000. 

The bed-population ratio was l:2410in 1956-57, 1:1960 in 1966-67,and 
it came lo 1:2046 by 1986. The figure is also noi close lo Lhe ideal rauu. 

Table 4.12 indicaies die number of specialist hospitals in Andhm 
Pradesh as on 1-4-1987. Tables 4.13 and 4.14 present die number of 
hospitals, dispensaries and beds in various states. Table 4.15 and 4;16 
comprises information about die PHCs and sub-cenues functioning in 
various states and tribal areas. 

Table 4-17 comprises the number of doctors in Government service 
and told icglsiered 4bctors and dentists in various stales in 1984, 1985. 
■ Tlie total number o^doctors rpgisiered was 503 in 1964, 1054 in 1974 and 
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26v464 in 1984. The total inimber of dentists fiQg^^ 
14 in 1974 and 347 in 1984. 

4w4 Rural Water Supply 

Regarding rural water supply, the following facts are worth 
mentioning. As on 1-4-1980 in Andhra Pradesh, the number of villages 
which did not have the source of drinking water within a distance of 1.6 
km. or within a depth of 15 metres was 5217. And in 2,355 villages, the 
existing water somce contained excess salinity, iron, fluoride and other 
toxic elements hazardous to health. In 634 villages the existing sources of 
waier supply weie prone to cause diseases like cholera, guinea worm, etc. 
Tlius, the number of toud problem villages was 8,206. The number of 
problem villages coveted was 487 during 1980-81; 2,032 in 1981*82; 
2,641 in 1982-83, 1^ in 1983-84. 1.386 in 1984-85 and die total 
covered during 1980-8S was 8, 094. 

4S Health Status-^A Rcgrcssioii Analysis 

We have collected time-series data for fifteen years from 1970-85 
for the foilowir^g vanables : 

1. age— specific— deadHHiies, 

2. number of hospitals and dispensaries, 

3. number of doctors, and 

4. number of beds. 

We have selected an average figure for all ages of age-specific- 
death-rate as the dependent variable and the remaining three vanables as 
independent vanables. 

A simple linear regression of the form given below has been chosen 
for regression analysis : 

ASDR a,'i'a,H<i>aaD-fa,Bwheie 

ASDR s The age-specific-deatfi-rate (average for all ages) 

H s Number of hospitals and dispensaries 

D s Number of Doctors 

B Number of Beds. 

The methodof estimation is the ordinary Least squares (OLS). 
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The following is the esiiiiiated rpgiessioii equation: 
ASDR = 52.509— 0.009H** — 0.0005d — .0009*B 

(1.92) (0.41) (-2.61) 
R»«0.^,R-« =0.92. 

Values given in the bfackets aie t-values. 

""indicates significance of the legression co-efficient at 5 cent 

level 

**in(licates significance of the regression coefficient at 10 per cent 
level. 

The multiple conelation co-efficients leveals that the 
independent variables explain 94 per cent of variation in the dependent 
variables. 

We can observe from the estimated regression equation that the 
explanatory variable - 'number of beds*, is significant at S per cent level 
of significance. Similariy, the explanatory variable - number of hospitals, 
is significant at 10 per cent level of significance. Both the variables have 
tfie n^ative sign , indicating dutt bodi explanatoiy variables aie negatively 
related to the age specific Hdeaih-rate. However, the number of hospitals 
and the number of beds, have very low regression cocificicnis. The 
number of hospiLals as a variable has a regression coefficient of - -0.009 
and the number of beds has a coefficient of -0.0009. The implication of 
these regression L:oefficients may be that the coefficients are stausucally 
significant though, their impact on moriality rate (ASDR) seems to be 
marginal. 

Thus, the relationship between dependent variable and the 
explanatory Vc^riables is siaasLicail) signilicani, but the impact of the 
explanatory variables (as explained by regression coefficients) is 
marginal. 

This conclusion is supported by die fact that rural mortality is lower 
when compared to urban mortality, in spite of the fact that health facilities 

are inadequate in rural areas, as already evidenced in the previous chapter. 

4JS Healtb Facilities In 198S 

As a result of intensive planned efforts made in the State, a number 
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of key programmes have come to be adopted, md thepiogiess in health 
faciiities has been substantial at the end d the cunent five year plan. The 
iaadeactoiMalariahnbom alarmiog in someof the cities due to.inftow 
of woddng popiilatioiis and intenization which entailed^exteiisive spray 
opeiatioiis, for keepiog malaria under oont^^ 
in die period 1983*88 on diis alone has been of the ontor of Rs. <S8 croics. 
Hie National Leprosy EiBdication Progranune has come into operation 
in 1982*83 with die Multi Drag Hierapy soaaioenKlicaie Iqvosy by 200O 
AD, and the total expenditure incuned on diis account finom' 1983 to 1988 
has been Rs. 15 crores under plan and Rs. 29 crores under non-plan 
accouni. In the year 1985, the School Health programme was launched 
for promoting health status of primary school children, and for early 
detection and prevenuon of illness. The acuvities initialed under the 
Scheme are: (a) iniual screening by framed staff, (b) medical check-up 
periodically, (c) treatment of acute and minor illness, (d) referral to 
specialists, (e) immunization, (f) first-aid and follow up, and (g) issue of 
compuiensed school health cards. Between 1985 and 1988. an amount of 
Rs. 4.97 crores was provided for this purpose. The progress of primary ^ 
health care may be seen from the point of the increase on the increase in 
die number of primary health centres from 429 in 1983 to 1243 in 1988» 
and die number of sub^enties £tom 5550 lo 8327. 

The budgetary provision made under the Minimum Needs 
Programme for establishing new Primary Health Centres has been fits. 
39.34 crores between the period 1983 to 1988. Under the National 
Tuberculosis Control Programme, the facilities made available are 22 
Dtstnct Centres, one State Centre, 590 microscopy centres, 143 X-ray 
centres, 236 centres. 8 TB ho^itals, and 2549 Tuberculosis beds. The 
budgetouday for dieentiie programme dirough 1982-88 has been Rs.2.62 
ciore$onplanandRs.l3.72cioresonnon-plan account. Family 
Welfare Frogranme, which is a cent per cent ^oentraUy sponsored 
scheme* is implemented under die auspices of die State Government, 
dieprivaiesector,andttievoluniaiy organizations, and die budget 
provision for die programme in die year 1988-89 has been Rs.44 ciorcs 
towards hifrastructuie and services such as prenatal, naial, postnatal, 
child care, and contracq)dve service. 

The Universal wmtnisation programme in die Stale in 10 districts. 
In 1987, 13 districts in 1988, involving eight medical colteges, 
municipalities, and voluntary organizadons. The Oral Rehydraiion 
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Therapy Programme is being implemcriLcd since 1988 in 15 districts, with 
the assistance of the Central Government for training ihe medical and 
pafamedical staff. The Government have organised 10 irainmg schcx)ls 
for nurses, 12 under voluntary a^^encies, and 76 schools under private 
agencies. 

It is envisaged that &n amount of Rs. 36.75 crores be spent on 
schemes of medical education, and for strengthening specialities and 
super specialities under the Seventh five year plan oi ihe Stiifi The Plan 
Outlay on Indian Medicines and Homeopaihy Deparimeni lias been 
Rs.9.41 crores between 1982-83 and 1988-89, allocated Lo suengihen the 
3 Ajyrveda, 1 Unani, and 3 Homeopathy colleges, and 6 non-teaching 
hospitals, and 854 dispensaries and an equal number of municipal and 
rural dispensaries. 

The tmpioyees Siale Insurance Scheme has been in lorcc since 
1955, covering about 3 lakh employees in various esiabhshmenLs, and 
rendenng fiiedical care through 108 dispensaries and 6 hospitals, which 
ensures medical benefit, sickness benefit, materniiy benefit, disablement 
benefit, dependents benefit, and other aspects of comprehensive medical 
care. And dunng ihc Seventh Plan period, 48 schemes have been planned 
for expansion of the programme of which except one, all the others were 



started. 
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TABLE 4^ 

Medicai EducatUmaUfkXtUudons andRurai Health Centers 



Medical College 


Ho^ital 


Beds 


1. Andhia Medical 


KingOeocg^ 




College 


Hospital 


1115 




Victoria 






Hospital 


147 




Tfi&ID 






Hospital 


288 




Mental 






Hospital 


300 




RCD Hospital 


70 




Total 


1920 


2. Rangaraya 


Government 




Meciicai College 


General 






Hospital 


900 


3. Guniur Medical 


Government 




CoU^e 


General 






Hospital 


977 




Oovemment 






fimr Hospital 


40 




TB Hospital 


180 




Total 


1197 


4. SVMedical 


SVRR 




College 


Hospital 


562 


Tinipati 


Government 






Maternity 






Hospiial 


130 




Total 


692 


5. Kumooi Medical 


Government 




College 


General 






Hospital 


830 


6. Usmania Medical 


Usmania General 




College, Hyderabad 


Hospital 


1168 




Niloufer 






Hospital 


310 




Eye Hospital 


350 



(TabkcoHUL) 
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7. Gandhi Medical 

8. Kakadya Medical 
College Waiangal 



Cancer Hospital 
Nizam HbspHal 

Mental Hospital 
T B Hospital 
Maiemuy 
Hospital I 
Fever Hospital 
E N T Hospital 
Maternity 
Hospital II 
Total 

Gandhi Hospital 
MGMHdfipiial 
Matemity 
Hd^tall 
Maternity 
Hospital U 
T B Hospital 
Touii 



250 
246 

600 

670 

440 

330 
75 

130 
4569 
1000 

700 

50 

66 

100 

916 



Gfand Total 



12.024 
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TABLE 44 



Medical Institutions and the University of Health Sciences 


Disina 


Hospitals 


Beds 


Visakhapamam 


5 


. 1920 


EastGodavari 


1 


900 


Krishna 


1 


412 


uunnir 


3 


1 Mun 
WVt 


Chilioor 


2 
1 


692 
830 


Kurnool 


Rangareddy 


m 




Hyderabad 


11 


5323 


Medak 




■ 


Warangal 


4 


916 




TABLE 4 3 




Medical instititUofis and the Vaidya VkUiana Farlshad 


District 


Hospitals 


Beds 


Srikakulam 


8 


440 


Vijayanagaram 


2 


130 


Visakhapatnam 




92 


East Godavah 




395 


WestGodavari 




522 


Krishna 




663 


Guntur 




337 


Prakasam 




258 


NeUoie 




694 


Chiioor 




524 


Cuddapah 




495 


Anantapur 




628 


Kumool 




' 201 


Mahbc>()bnagar 




275 


Raiigarqeddy 




66 


Hyderabad 




423 


Medau 




418 


Nijamabad 




442 


Adilabad 




420 


Kahmnagar 




377 


Warangal 




100 


Knammam 




266 


Nalgonda 




314 



Total 117 8480 
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CHAPTER 



POPULATION CONTROL— A 
DETERMINANT OF HEALTH 

STATUS 



5.1 Po|NdatioBaiidEcoiioiiikl>mloimieiit 

The relationship between the growth of National Income and 
growth of population is of fundamental importance from the poinlof view 
of human welfiut. The main objective of economic development is to 
ena]>le people to enjoy higher standards of living. But if the rate of 
growth of population is comparatively higher, per capita income will not 
increasetodesiiablelevelseveniftheNadonallncofneincfeases. Hence 
the need to check the growth of population. Hie justification for the 
popolation control programmes in the underdeveloped countries lies in 
the tet dut the facion determining growth in such countries aie not stro^ 
enough to ensure sustained economic growth in the face of unchecked 
population growth. The demographic conditions in these 
underdeveloped countries are such that, every birth has a negative present 
value. And health status of a population depends on the size of the 
population, besidei> other factors. If acounLr>' is over-populated even ihe 
basic health facilities cannot be extended lo all. Optimum growth of 
population is of great importance in the sense that it will promote the 
health status of the people, reduce mortality and morbidity rates and 
promote mateniai and child health, ^^the number of those in. die 
productive age group will increase and this will have a great impact on 
the development of the countiy^ 

5^ Health and Development 

Healdi is not only, a desirable goal» but an effective means for 
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realising the ulterior objectives of the policies of social and economic 

development. The many vital links between health and development are 

thus seen as iiuerac ling phenomena with far reaching impUcaaons Oac 
such impiicaiion is the rc^li/^iion ihai ihe availability of health services 
IS only one of the many contributions lo health development^ and that the 
improvement of health status of the people requires a wide range of 
mutually supporuve policy measures. 

The atiainmeni of health targets is dependent on appropriately 
defined economic progress, on social policy mcai»ures aimed at greater 
equity on education as promoter of social self care, on improvement in 
the physical and sanitary environment, on the availability of adequate 
food supply, on the implementauon of appropriate population ix)hcies, 
and also on political and institutional changes enlisting the active 
cooperauon of the public. Hence the empiiasis placed on health 
development as an mtegrated component of national and intemaiional 
development strategies.^ 

One of the most important factors in fertility decline is mortality 
itself. It is not babies that parents want but the surviving off-spring. 
One cannot expect fertility to decline where mortality is high, especially 
infant and child mortality, and this is supported by many studies. Cases 
of major fertility decline in the absence of mortality improvements are 
fare in developing countries today and many regard the reduction of infant 
and child mortality a piecondition for large reductions in fertility in a 
number of ways. Some diseases may inhibit fertility, particularly 
malaria.^ And malnutrition affects both the ability of the mother to bring 
a pregnancy successfully id completion and affects the length of the fertile 
period. It may therefore be pointed out that mitigation of some factors 
in moruOity may inaease fertility An important qaestidii is the extent 
to which population growth is affected, if fertility declines firom foiling 
mortality. If the reduction in fertility is less than that in mortality, the 
effect will be to raise the size of growth of population. Most studies 
found that decHne in fertility does not fully compensate for mortality 
decline in the short run, bui the argumcni ignores long run. In several 
countries mortality decline has been in progress during the past few 
decades with little response from feruliiy. 



1. Proceedings of \hc InlcmaUonal Confcr-rce Population : Pc/Miotum, RtSOUKtS, 

Environ/neni and Deveiopmeni, (jeneva, pp. 25-29. 

2. Gray, R H . " The Decline in Mortaliiy in Ceylon and the Demographic nffccis of 
MalariJi Conirol' Population Stmiies, Vol. 2S. No.2. July. 1974. pp. 205-229. 
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The fieo*Ma]iliiisiaii School assumes thai high levels of fertility and 

mortality, and low levels of production and consumption are the major 
characteristics of a developing economy. The population grows very 
slowly and the per capita income and consumption are low. The modem 
health-promoting devices and death conLio) technology are being 
transferred to the poorer economies, and ihey effectively reduce ihe high 
de^ih rale and particularly the infant mortality, leaving the bmh rate 
untouched, thus resulting in a high rate oi population growth which 
hinders development And the increases in national income are 
swallow.ed by the new addiuons to the population. It is conceded that in 
the countries such as India, Ceylon, Pakistan and other developing 
countries, the technology of health and hygiene, pesticides and drugs, can 
be mofe n^dly infused lather than the technology of large scale 
industrialization and economic growth. The consequence is rapid 
population growth as a resultof death ooniroL Increase in the production 
of food and other necessities and services does not keep pace with the 
growth of population and hence the demographically overloaded machine 
does not take off. A purposeful control of mortality unaccompanied by 
an effective control of feitility will therefore have disastrous 
cofiseqiimces for the low income countries. 

The alternative to the above approach is provided by die 
Humanitarian School of Uiought, which however, hokis die hope diat die 
eventual and successful demographic tiansition and development can be 
achieved, if certain measures are adopted. Hiis school opined diat 
Uiough reduction in fertility is important for a reduction in mortality, it is 
not imperative, because of a reduction in mortality particulariy infiuit 
mortality may be a pre-condidon for the reduction of fertitity^uid 
reduction in infant mortality will raise the pnDbabiliiy of survival of 
children and thereby reinducc ;x:ople lo accept the norm of small family.' 
In developing cconon^ici like India, with traditionally high infant 
mortality rates, the parents desire for children, especially sons, serves as 
barrier to reduce the size of families. 

As fitf as India is concerned, the dieoreucal explanation seems to 

be valid upto a point. The solution therefore, lies in the expenence of 
the developing ccononue^k. The uiter-ieiaiionship between 



3. S Chandrasckhar, Infani Mortality Population Growth and Family tianmng m 
India, Geurgc Alien and Unwun Lid., London, 1972, pp. 264-265. The 
htttMiuiMbn model may be eKinuned in comparisoii wilh the Neo-Malihmian 
moflel, shown akmgiade. 
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mortality/fertility productkm and consumption and overall stabilized 
pofNilatioii and marked economic growth has a kind of independence tfiat 
cannot be explained solely by the experience/ 

53 Review of LiteraCurt 

In recent decades, scholars and researchers besiowcd considerable 
alien Lion lo population issues. In this context, it is necessary to mention 
the work of Berelson* which cites 60 review works or collections for the 
years 1973-75 alone. The most comprehensive and regular 
bibliographical source on population,* lists several hundred works every 
quarter.alargeshareof which bear on populauon and development. One 
of the most significant works is the new edition of the United Nations^ on 
the population changes which is a monumental reference woik. 

There a number of selective collections of papers concerning 
general issues of population development health, education, food supply. 
Notable among the sources are U.S. National Academy of Science and 
IBRD on a broader basis, with rich country material and biological 
papers." and number of useful bibhographies, the work of Parry serves 
besL^ Theoreucally there are two significant works treating the relations 
between growth and population, by Meade^^ and Pitchford's works." 
Among papers on the issue of research in the field of population, worth 
mentioning works mentioning works are Berelson.^^ Rvd Foondadon.^' 
1CP^4 and * 'The Great Debate'* of Berolson.^^ 
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i>cii«f<VMi«ei.Vol.2,Nd.2.June. 1976, |i|>. 219-266. 

6. Population lfMte)i« Prinoeion Quaneriy. 

7. UJ^.O., Deteimoiaou and Consequencei of Populadon Oianae. 

. 8. Piify« H.B. (Ed.)« Pcpidalum md lis PrctUmt, Oxford CIarenckm> Pless. 1974. 
9. Ibid. 

10. Meade. J . E. . The Gfowing Economy, Principles of Potitieal Economy ^ VoL2, London. 
AUetiAUnwm.1968. 

1 1. Piichfofd. J.,PoHlaiiwim£lMMomi^ HolbndPkess, 1974. 
11 OpLciL 

13. Ford Foundation, Social Science Research cm Population and Developmeni, Papers 
preMfiUdatthtCoiifknHcealtheFordFoimdatian, New Yoik,29-300ctober, 1974. 

14. ICP. ihe Pdicy Relevance of Recent Soda] Sdenoe Reaeaidi on Fntility. 
Inier-disci|dinaiy, CommuntcalioQs Prograroroe, Washington, DC, Smilksomam 
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1 5. Bevelson. B., The Gnat Debate^ An ItutiMtive EmcriainmcM, Occuional Pkper, New 
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Today» the population growth rate doubled in less than three 
decades. A number of studies have been made quantitatively and 
analyiicallyontheproblemsinvolvedtnpopuladon growth, and therecent 
tiends in population and development and die mutual implications. An 
excellent survey article on the various inter-idatlonships b^ween 
population and development relates to R.H. Cassen.** There are two 
additional volumes of readings on ihe subject and Ronald Ridker'^ and 
Richard Easierlin ^ Oiher important works on population and 
development are those of Anker Richard and Faiooq» Ghazi, M.,*', 
Berelson, B., el. al.,^ BindsalP', Demeny^, Hanser Philip, M.,® 
Hawthorn^, McNamara Robert, S.." Repetio^ and Todaro, M.^ 

5.4 Population Growth and the LDCs: 

The overall rate of population growdijiifi not been steady and diere 
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tnUrmUum, Baltimore : John Hqikini Univenity Rreis, 1976. 

1& Ridiaid Eauedin (Ed.). PopiJaiim mid Eamimuc Ckangt in Dtveloping Camirm 
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1980. 
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1977. 
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Population and Development Review, 5, No. 1 , March. 1 97 1 . 
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have been many variaiions in it among differenL regions. By 1750, the 
population growth rate h i accelerated by 150 nmesfioin 0.0002 per cent 
to 0.3 per cent per yeai By 1950s, the rate had again accelerated this 
time by thiee*fokllo about 1.0 per cent per year. Later, in less than three 
(fecades the growth rate almost doubled to a rate of 1.8 per cent a year. 
The relationship betvimi annual petcenti^e increases and the time it ta^ 
for a population to double in its size is shown ui the foUowti^ Table." 

TABLE'SJ 

WORLD POPULATION GROWTH RATES AND DOUBLING 
TIMES : A HISTORICAL REVIEW 



Approximate Doubling 

Period Growth Rate Time 

(Percent) (Years) 

1. 2. 3. 



Appearance of man 

to early historical Umes 0.002 35000 

1650 - 1750 0.3 240 

1850-1900 0.6 115 

1930- 1940 1.0 70 

Present (1980sj 1.8 40 



Source: M. Siunciers ai W S Iliompson and D i. Lewis, Populanon problems Ed.) 
New York Mc Graw liiU 1965). p 384 L'niied N«Uons, Demc^raphic Year Book 
for 1971; »ji<i Popaldiion Rclcrence Bur&iu 1979, World Population Daia SfutL 

The above table shows that the time it takes on a population to 
double its size has gradually come down. Before 1650 it took nearly 
350U0 years for die world popujaiionio double. Today, in less than 40 
years, in little more dian one generation, the wofld populaiion will double 
Moreover, whereas it took almost 1750 years io add 480 million people 
to die World's population between AD 1 and the onset of industrial 
revolution at current growdi rates, die same 480 million people are being 
added to die eardi*s numbers every 6 years. The reason for die sudden 
change in overall population trend is that for almost all of recorded history 
the rate of population change, whether up or down had been strongly 



28. Michael P. lodaro, Economic Dtveiopmtnt in Third Worid^ Second Edition 1961, 
LongmM) Inc., New York. pp. 160-161. 
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influenced by the combined effects of femiiile, disease, malnutrition, 
plague and wars, which have all contributed to high fluctuations in death 
rates. Bui in ihc iweniieih century, such conditions are strictly under 
technological and scientific control, Consequently, mortality rate is much 
lower compared to earlier periods. 

It is the fall in mortality rates resulting from mpid technological 
advances in modem medicine, and the spread of modem public health 
measures, which culminated in the unprecedented increases in world 
population grow th especially in the third world countries. For instance, 
death rates in Africa, Asia and Latin America have fallen by as much as 
50 per cent during the last 20 to 30 years, while birth rales remained 
relatively high. 

In the world's populaiion, more than iwo thirds live in developing 
countries and less than one third in the economically developed nations. 
And every year between 75 and 80 million people are being added to the 
world population. About 65 million of these additional .people will be 
bom each year in the third world cotmtries itself. 

The problem of population growth is noi simply a problem of 
welfare and of development. Rapid population growth can have serious 
potendal consequences for the well-being of humanity throughout the 
world. If development entails ihe improvement in people's levels of 
living, ihcir mcomes. health, education, and general well-being, and if it 
also encompasses their self esteem, respect dignity and freedom to choose, 
then the really important question about population growth is **How 
does the contemporary population situation in many third world countries 
contribute to or leiaid from their chances of realising the goais of 
ileveloiiment, not only for the cunent genemdon but also for fiftive?" 
Conversely, how does development afifect production and growth? 

Some of the major issues relating to this basic question m as 
follows.^ Will the thivd world countries be capable of improving the 
levels of living for the people with (he cunent and anticipated levels of 
population growth? To what extent does rapid populatioQ-increase make 
it more difficult to provide external social services including housing. 




29. /6M1.P.1S8. 
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What aie the implication of higher population growth lates among 
the world's poor for overcoming the human misery of absolute poverty? 
Will world food supply and its distribution be sufficient not only to feed 
the anticipated population in the coming decades, but also to improve 
nutritional levels to ^le point where all humans can have an adequate diet? 
WiU the developing countries be able tt> extend the coverage and improve 
the quality of their health and educational systems, so that everyone can 
at least have the chance to secure adequate health care? 

In this context it becomes essential to frame the population issue 
not simply in lenns of numbers or densities or rates or movements but 
widl considerations of "the qualities of human life; prosperity in place of 
poverty, education fai place of ignoiance, health in place of deterioration, 

and adequate opportunities for the next generations of children in place* 

ol L Lirrc nt limitauons. " Thus population policy is noi an end m iLsell but 
only a means — a means to a better life.'' 

At the beginning of the piesem decade, the world's population was 
esthnaied 10 be in excess of 4.3 billion. The UX Projections enunciate 
that there will be more than 6.1 billion by the end of the 20lh century. 

Over four-fifths ol thai pc)pulation will inhabit the developing world. 
The fact that the world population touched 5 biliion mark has significant 
implications. From 1960 onwards, the rate of growth of population has 
been rapid. If this u^cnd continues, there will be an addition of one billion 
every 10 to 13 years and consequently the world population may touch 
10 billion mark within another half a century from now For the 
developing world as a whole, the rate of population growth is 2.0 per cent 
a year now compared lo 2.4 per cent in 1965. Although the annual rate 
of 2 per cent per annum seems to be innocuous, it has serious implications 
for the developing countries. 

Despite remarkable reduction in fertility in some developiitg 
countries, h^h rates of population growth remain a continuing obstacle 
to the attainment of a decent life for people in the poor nations of the 
world. The least undeisiood aspect ofpopulaiion growth is its tendency 
to continue even after birth rates may have declined significantly, 
rpopulation growth has a built m tendency to continue, a powerful 
momenuim which is like an automobile speeding in spite of its brakes^ 



31. Bernard Beielson. World Population : Suuis Repon. 1 974. RepoAt on Paputation, 
Family Planning. Na 15. Jan. 1974, p. 47. 



Digitized by C<.jv.' .iv. 



POPULATION CONTROL 



83 



In the case of population growth-, this momeiitiiin seems lo persist for 
decades even after Inrth rates drop.^ The following are the two reasons 

for this hidden momentum. Firstly, birth rates cannot be altered 
overnight as Lhey arc inllucncc by social, economic and institutional 
forces over the course oi centuries, and such influences cannot vanish 
immediately. The experience of European Nations shows that 
sub-reduction in birth rales can take many decades. Thus, even if top 
priority is given to population control in the developing economies, 
desired levels can be reached only after some decades. Secondly, the 
hidden momentum only after some decades. Secondly, the hidden 
momentum of population growth relates to the age siructure of developing 
countries. Nations with high birth rales have large proportion of children 
and adolescents in their population, sometimes as high as 50 percent. In 
such a situation, young people greatly outnumber their parents, and when 
their generation reaches adulthood, the number of potential parents are 
inevitably be much larger than at present. It follows that even if the new 
parents have only enough children to replace themselves, i.e. two per 
couple, die fact that the total number of couples having two children is 
much greater dian the number of couples who previously had four 
children, which means diat population will still increase substantially 
before levelling off% 

The World Development Report (1984)^ enunciated that die 
difficulties caused by rapid populadon growth are not primarily due to 
finite natural resources, at least not on the world as a whole. But neither 
does rapid populadon growth itself automatically trigger technological 
advance and adsq)tation. If anydiing, rapid growdi slows the 
accumulation of skills tfiat encourage technological advance, and in so far 
as there are returns to land and capital, it is likely to exacerbate income 
inequalities. This is most obvious at ihc family level, where high fertility 
can coMiributc U) a poor start in hie for children. And it is also true for 
countries as a whole. 

The economic implications of population reaching die five billion 
mark are many in number and varied in kind. Some of the important 

implications are as follows. It will have an adverse effect on 
development i.e., though liie national income increases, per capiia income 



32. Todaro, op. cit., pp 168 169, 
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may not increase. Consequently, the gap t>etween developing and 
industrialised countries will further widen. The already acute problems 
of unemployment and underemployment wiii become aggravated. And 
Uie deleterious effects of environment are also worth mentioning. The 
problem of inieroaiiQnal migration also arises. The prospects of the 
country to educate higher and higher percentage of persons every year 
will become gloomy. And the health sttitus of the people will be 
adversely affected by the rapid growth of population. 

SS Fopulation Growth and Health 

U IS worih considering here the impact of rapid populauon growth 
on health. Health is noi only a desirable goal but is ako a means and 
indeed an mdispens^iible cdnipnncntof social and economic development. 
And there are vital links beiAcen health and development and population 
growth and health development. 

The health status of the people belongmg lo the developing 
economies is much lower due lo high mortality andmorbiduy rales, severe 
under nuiniion, and malnutrition, and lack of protecte-d water supply. 
Consequently, there is enormous wastage of human resouices, which is 
detrimental to the naiion as well as individuals. It may generally be 
pointed out that population growth is mostly responsible for such a 
situation. 

The siiuaiion^ appears lu be niuch less rosy than might have been 
expected a decade ago. Today, 8tX) million people live in developing 
world m conditions of deprivation with incomes too low to ensure basic 
nutrition, and wuh lude access to services essential to health and life. At 
least450 million have iess iood than is necessary for a healthy function mg 
and survival. And more and more lead a precarious existence on the 
brink of hunger. Less than one third of the population in the developing 
countries have safe drinking water and adequate sewage disposal. 
Housing conditions and educational opportunities in urban areas are far 
fipom saiisfoctory. The number of illileraie adulls is increasing. About 
300 million adulls are not gainfully employed. As regards mortality, 
there has been a significant increase of certain communicable diseases, 
and little progress has been made with T.B. or sexually ttansmitted 



34^ ImemMiOMl Confennce on Populttian, Pc^datiom RMtonnu EtiwommtU and 
DtulcpmeiUt Prooeedinsi of ihe Esipea Cnund on Population. Gonevi, pp. 2S< 
29» AttSMit. 1983. 
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diseases, though smallpox has been largely conuoUed. Cardio Vascular 
disease and cancer continue lo be the greatest disease problems of the 
industfiaiised cuunu'ies with many middle income couniries moving into, 
the same situation. ?*There is an utter lack of basic information from a 
large part of the world the incidence of various diseases, but the fact 
remains that the problems have to be overcome if a breakthrough in the 
improvemeniof health siauisof the world's population is to beachieved.!^ 

The major source of difference m {x)pLilation growth rales between 
the less developed and the more developed couniries is the sizable 
difference in birih rales between them. The following table indicates the 
recent and projected declines in Third World binh rates to die end of the 
century. It throws hght on the recent declines reported for East and 
South Asia and the expectation ih-n currently high birth rates in Africa 
will persist at least until the 1990 's.^ 

TABLE-5.2 



RECENT AND PROJECTED DECLINES IN THE THIRD WORLD 

BIRTH RATES 





1950- 


1960- 


1970- 


1980- 


1990- 


1995- 




55 


65 


75 


85 


95 200aAD 


World Population 


35.6 


34.0 


30.3 


28.1 


25.4 


23.8 


Developed Cuunirics 




20.3 


16.7 


15.9 


15.2 


14.9 


Developing Counuics 


41.8 


40.0 


35.5 


32.1 


28.3 


26.2 


Africa 


48.8 


47.6 


46.1 


45.00 


40.1 


36.9 


Middle East 


47.9 


48.0 


46.3 


44.2 


40.0 


36.9 


Latin America 


41.4 


39.9 


36,3 


34.4 


31.3 


29.6 


China 


39.8 


33.8 


26.0 


20.1 


18.0 


17.4 


East Asia 


36.6 


38.3 


30.1 


26.1 


22.4 


20.3 


Souih Asia 


43.2 


44.1 


40.5 


36.9 


31.0 


27.8 



Source: U N. World Population Trends and Prospects — 1950-2000. 

There has been a narrowing of the gap in mortality rates between 
developed and less developed countries. The primary reason is Rq)id 
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improvement in health conditions throughout the Third World. The 
following Table throws light on the profile of death nites dtiring 
1950-2000 (per 1000 populatkm). Nfodem vaccinatioQ against malaria, 
smallpox, yellow fever and cholera, as well as the proliferation of public 
health facilities, clean water supplies, improved nutrition and public 
education seem to have worked together over the past 25 years to lower 
death rates by as much as 50 per cent in parts of Asia and Latin America, 
end by over 30 per cent in much of Africa and the Middle East. 
Nevertheless, the average duration of life remains almost 20 years greater 
in the developed countries. The gap has however been sharj^ly reduced 
in the last 25 years. In 1950, tor instance, life expectancy ai birth for 
peopie in Third World countries averaged 35-40 years compared m\h 
62-65 years m the developed world By 1980 the differences had fallen 
to 16 years as life expectancy in ihe L DCs increased to 56 years, while in 
the industrial nations it had risen to 72 years, an increase of T3 per cent. 
Today, because of relatively high infant mortality rates, Africa has the 
lowest life expectancy, i.e., 47 years, while the most favourable region is 
Europe, where life expectancy at birth now averages to about 73 years." 

TABLE'SJ 
D£ATH RATES DURING 1950-2000 





1950- 


1960- 


1970- 


1980- 


1990* 


1995- 




55 


65 


75 


85 


95 








World Touil 


18.3 


14.4 


12X) 


10.6 


9.2 


8.7 


Developed Countries 


10.1 


9.0 


9.2 


9.7 


10.1 


10.1 


Developing Countries 


22.2 


16.8 


13.2 


10.9 


9.0 


8.3 


Africa 


26.0 


22.4 


18.8 


15.0 


12.0 


10.6 


Middle East 


25.3 


20.9 


16.6 


13.4 


10.4 


9.2 


Latin Ahierica 


14.5 


11.5 


9.3 


7.7 


6.5 


6.0 


China 


20.1 


13.6 


9.4 


8.S 


7.8 


7.7 


East Africa 


30.0 


11.8 


8.7 


7.4 


6.7 


6.6 


South Africa 


24.6 


19.8 


15.8 


12.5 


9.9 


8.8 



Source : U.N. WaridPoputaiicm TrtfidsandFrmp^cu, 1950-2000. 
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It cannot however be denied that whatever provision society makes 
for health edtication, the results will be diluted by the growth of 
population. The growing requirements of growing population may not 
be met by increased welfare investments. On the other hand, there may 
be negative impacts from growing numbers as far as the health of the 
people is concerned. Development certainly does not result from mere 
additional populations who are ill-housed, uneducated and poor in health. 

Measures of progress in health services are, doctorAxipulation ratios 
or hospital-bed-population ratios. As health services are one amoqg 
many forms Qf provision needed for improved health, it is necessary to 
take into account the other indicatois also, such as the availability in 
relation to numbers of rural health clinics (or the average distance from 
clinics of ihc rural population), or the average frequency of consulLaiion 
of rural and urban population with U"ained medical and paramedical 
personnel and so on. The aim of health inputs has to be in lenns of not 
merely ratios oi doctors or hospitals to population, but of services of 
several kinds Unless population growth is controlled, health status 
cannot be enhanced as the availability of services to people will be meagre 
in the face of rapidly growing population. Hence the need for population 
control, as it is an important determinant of health status, ^ven if huge 
investments are made in the field of Medicare and public health, and the 
most sophisticated apparatus are made available^ health status cannot be 
promoted if Population growth is not conlrolledj 

5.6 Role of Family Planning Programmes : 

The role of family planning programmes in fertility decline is 
among the most important topics of interest today, wuh all its 
controversies. In recent years especially during the period surrounding 
the world population conference at Bucharest 1974, issues have been 
overladen with ideological debate. The Third World observers have 
even expressed that the movement of family planning seemed to look like 
something forced on the poorer countries 1^ the rich as a substitute for 
development, or as a potential preventive measuie, if not as a racialist 
design lo maintain non-black domination of the world, indicating the 
scq)ticism involved in the approach. A recent review^ cites various 
aspects of criticism involved in the approach to fiamily planning view. 



38. Freedman, R. and BereUon, B., "The Recx>rd of Family Planning Programmes", 
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It can be observed that European Fertility declined with little 
reliance on modeni means of contraecpuon. The question as to whether 
family planning progrdrnmcs have any place, and should the process of 
development be the main focus of interest was examined by Kingslcy 
Davis.^ Criticism, generally relates to the idea that most such 
programmes work where fertility is already declining, and that they reach 
only the better of f people whose fertility is in any way low, or that even 
if they do have an impact, it is negligible and does not justify ihe huge 
expendituies involved. But, even if family planning programmes in 
genend have not fulfilled the hopes of the early enthusiasts and the 
governments* the impact of the philosophy seems to be having useful 
lesdts at a reasonable cost, particiilarly in the Tliivd World. 

Although* only a minority of Third world countries to have 
officially sponsored family planning programmes aimed at reducing 
fiBTtility, they however, cover 75 per cent of the Third World's 
population;^ and, a further 16 per cent of this population is in countries 
which give official support to family planning activities. Freedman and 
Berelson have analysed the flEunily planning piognunmes by two 
indicators i.e., 'programme effort' and 'social setting* and measure 
performance in terms of the propoition of manied women of rqvoduction 
age (MWRA) using contraceptions as clients of the programme. Hiey 
find that performance responds positively to both indicators. A more 
interesting finding is that the strength of the programme has an 
independent effect, suggesting that an effective tamily planning 
programme can make head- way even in relatively adverse socio- 
economic conditions. They find that a considerable prc^ruon of 
acceptors are among the disadvantaged socio-economic groups in at least 
three countries, namely Indonesia, South Korea, and Taiwan, ll has also 
been observed in India that the programme in the State of Maharashu^ 
has.won a high percentage of clients among literates than the relatively 
inefficiently run programme in Bihar.^ 

Another important question is how much and what diffeience 
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Family Planning Methods in India '\N€w York Populalim CmincU^ 1974, Mimea 



Digrtized by Google 



POPULATION CONTROL 



89 



family planning would make to the world if ihe clients had noi entered the 
family planning programme at all.*^ And most authors aiiributc some 
share of fcruliiy decline lo family planning progrdmmes. Yet another 
question is as lo how much are the results due to family planning, and how 
much due to development itself/^ HExpens in the field have also 
indicaied that feitiiity is more likely to decline when the general level of 
economic development brings impioved material conditions.^ to the 
majority of the people in any country^ 

However, there seems to be no real conflici as stich between the 
development approach and the family planning approach, as development 
generally brings its benefits to the great majority of people and not just io 
a few sections of the society. Keeping in mind the overall problem, tbe 
lesooices and the space, thoe seems to beagenaal case for having family 
planning programmes in any coimiiy,even if general acceptance of a need 
far fertility decline is lacking socially, on die ediical front at least '^is 
is simply on health groimds, i.e., bodi modiers* and children's healdi is 
impioved by spacing of births, by avoidance of the very early or very late 
years of the rqnodiiciive period* and by smaller nimiber of birth^ 

The prospects of ferdliiy reduction are limited in a world where 
people are poor, illiieiaie, and are subject to high mortality, and where 
Che most urgent need is to find a way out of deprivation itself. But even 
the deprived may benefit from family planning, and might wish to accept 

it, if they knew more about it. And, if development takes place, there 
should be incrcasmg trend oi genenil acceptability on various other 
grounds. 

It is, however, difficult to point out specifically die proportion of 

fertility decline attributable to family planning or development where both 
arc al work. There arc cases where family planning can be shown as a 
major factor. Mauritius which experienced a decline ul 50 per cent in 
feniiily between 1962 and 1973 is an example. All women of lesser 



42. Qundrasekhaim, C. md Heimalin, A. (Eds.) Measuring the Effect of Family 
Planning Programmes on Fertility (Dolhain Belgium, 14 SSP Ediiions, 1976). 

43. IBRD Population Policies, and Economic Developmeru : Select Bibliogropky, ImtiUMe 

for Indicmaiional Co opcralion, Ontario, University of Ottawa. 1973. 

44. Kocher J.B., Rural Development Income Distribution and Fertility DecUntt 
Occacional Piqier.New Yoik,lV)pulati«i Council 1973. 
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fertility were within the progiamme, and while those outside the 
pfOgramme had considerable higher fertility.^ 

5.7 PiDpttlatioD Growth In India 

The implications of the rapid growth of population are more or less 
ihc same in every aspect of Indian economic and social life. High 
percentage of illiteracy* inadequate housing faciliues, urban deterioration, 
rural donnination, overcrowding, and pollution, and a general deprivation, 
disillusionment and dissatisfaction, rule the roost The family planning 
programmes have two strands in their history i.e., a concern for health and 
in particular the health of mothers and children, and a oonoem for 
socio-economic effects of a rapid growth in population. 

In India, the population has been increasing at about 2.2 per cenL 
During 1891-1921 the net increase in population was only 12 million or 
slightly over 5 per cent in 30 years. But during 192 1 -5 1 it had increased 
by 30 per cent and during 1951-71 the increase has been by 53 per oenL 
As per 1981 census India's population is 685 million, and during 1971-81, 
and the rale of growth is phued at2.5 per cent per annum. 

In order to conu-ol the growth of population, family planning 
programme has been launched in the year 1952 itself. But, the objective 
then was merely to open a few clinics for fiunOy planning purposes, and 
it was expected that people would come forward on their own accord. 
From 1963 onwards the main objective was to educate people on family 
planning. A separate department for family planning was established in 
1966 in the Ministry of Health, and from then onwards family planning 
programmes seem to have got firm roots in planning itself. In countries 
like India, the significance of family planning programme relates Lo ihe 
fact that it is noi averting the birth, but every averted birth will have 
"value", and the huge resources i.e., matenai, monetary and human, 
bemg invested m the family planning programme, are justified. 

y 

5.8 Population Control Programmes 

As regards Andhra Piradesh, the population of Andhra Pradesh has 
increasedgradually from 21.42 million in 1921 to 27.29m 1941,to31.11 
in 1951. to 35.90 in 1961 and to43.57 in 1971 and 53.55 in 1981 (Table 



45. BrsM W. ci. al. ihc I)cnH>gni{>hy of I ropioil Afnca, Fnnoeton, Princeion University 
Prets, 1968. 



Digitized by Google 



POPULATION CONTROL 



91 



5.4). Aficr 1926 (ihc year of the greai divide) population increased 
rapidly. Decadal variation of population also rose from 12.99 to 23.10 
during 1931-1981. Table-1 also reveals that the ratio of urban population 
to total also increased from 9.65 in 1901 to 23.32 by 1981. 

Table 5.5 shows that in the rural areas the general fertility rate is 
123.1 in 1984 as against 143.5 in 1976. Bui there is no reduction in total 
fertility rate and gross reproduction rate. As far as age-specific fertility 
rate is concerned, there is significant reduction in the age groups where 
there is slight reduction. Table 5 .6 preseni^ the picture concerning urban 
areas. Contrary to the situation in rural areas, the general fertility rate is 
121.0 in 1984 as against 1 18.6 m 1976, In the case rural and urban areas 
also«.ihere is not much of a change with regard to total fertility rate and 
gross reproduction rate. Age-specific fertility rate indicates significant 
reducUon in ihe age groups 30-34 and 35*39, just as in the case of rural 
areas. 

Tables 5.7 and 5.8 show the existing infrastructure and service 
cenues regarding family planning programme. Figures show thai ihe 
number of centres is more in rural areas and it is a desirable phenomenon. 
The number of private medical practitioners is more in the relatively rich 
East Godavari, West Godavari, Krishna and Guntur districts compared lo 
oiheis. Table 5.8 shows that the peiceniages of achievemem has fallen 
fiom 91.19 in 1980-81 to 74.68 in 1986-87 (includiiig 1981- 82). 
Number of equivalent sterilizations abnost doubled during that period. 
Table 5.9 presents targets and achievement pertaining to individual 
methods during 1980-87. Figures show that the percentage of 
achievement is higher with regard to sterilisation compared to others. 
Available infomiation indicates that tubectomies as percentage to total 
sterilizations show an increasing trend during 1980-87. Table 5.12 
presents steniization by months in Andhra FYadesh during 1985-86 and 
1986-87. Table 5.13 reveals the preference for M T P S and acceptance 
of contraception after M.T.P. Table 5.14 throws light on the number of 
couples effectively protected. The couples off protection rate 
(percentage) rose from 26. 11 in 1980-81 to 35.98 in 1986-87. Number 
of births averi^ during the year (in lakhs) also increased from 4.63 in 
1980-81 to 16.91 in 1986-87. Table 5.15 shows rural urt)an differences. 
It is interesting to note that the peiceniage of rural to tolal almost remained 
the same during the decade t.e. 1975-76 lo 1985-86. Table 5.16 depicts 
mean age of vasectomy acceptor as 30.20 in 1980-81 and 28.^9 in 
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15^86;meanig»oftubecloiiiyacoeplor«t 28.39 in 1960-81 and 27.69 
in 1985-86andmetti«9»of I.U.D.«cceiMoras26.99in 198(V81 and24^ 
in 198S-86. The distribution of aooeplofs of vaaecioiny. ttibeclomy an 
I.UD. by number of cliiidion in Andin PMeth during 1980-86 is 
piesemed in Table 5.17. Regarding acceptance for vasectomy, 
tubectomy 1980-86 is presented in Table 5.17. Regarding acceptance 
for vasectomy and tubec tomy the average number of living children is 3 
and for I.U.D. it is 2. Table 5.18 indicaies the inier-di^inci perlormance 
of fftinily planning. * 

SS Condusioii 

Ugoes unsaidchat an integnHBd approach for controlling population 
growth cdmprisiug such measures as(a) provision of educational facilities 
which results in the spread of limacy rniA diereby increases the number 
of acceptors of family planning; (6) rapid expansion of health facilities, 
panicularly in the inierior paits of die countty, and introduction of 
measures io raise the nutritional status of the people, so that mortality rate 
and in particular infant morialiiy rate declines, which contributes lo 
effective implementation of the family planning programme (becaase 
people are for more children due to high infant mortality rate); (c) 
programmes for alleviation of poverty are also important in the sense thai 
children arc looked upon as a source of income and security; and lastly, 
{d) emphasis needs to be laid on propaganda regarding the need for 
population control. 
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TABLE 5.7 

f amity We^are Pro^amme in AtidHra Pradesh 

1. State Family Welfive Bureau 1 

2. District Family Welfare Bureau 22 

3. CityFamUy WelfoeBuieau I 

4. Rural Family Welfare Centers 437 

5. • Uitai Family Welfare Centers 19S 

6. No.ofPo6t-part)Lim Programme 
Units 95 

a) Teactung Hospitals 10 

b) District Hbspitab 16 

c) Sub-Disuict Hospitals 27 

d) Other Iitsiituiion8(2.S.T.) 1 

e) Voluntary Organisauons 1 
Total beds in PP.P. Units 722 

7. Sterilisation bed units 3 1 
Ocvenunem Institutions 18 
Voluntary organisations 13 
Total Beds in $.B. Units 514 

8. No. of Centres distributing 
Oral Pill Cycles 

Rural 479 

Uiban 190 

9. No. of M.T.P. InstiUiUons 

upio 9/85 370 

aj Rural 34 

b) Urban 336 

10. No. of P.M. Ps involved in 

Family WeUar e Progi amme. 1 ,2 1 4 
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CHAPTER — VI 



NUTRITIONAL STATUS AND 

HEALTH 



6.1 NutritMMiai Status and Development 

The oomext of planniog for itevelopment and miximlsiiig weltee 
of the people an knportant question relaiBs lo the hnploveinem in the 

nutritional status of the people. This seems to be crucial for the reason that 

nuiriuonal status is the key determinani of health suius, capacuy lo learn, 
work and earn In developing countries like India, the presence of the 
vicious circle works as follows. 



Under Nutrition 

or/and 
Malnuu^iuon 



Meagre expenditiue 
on Food Consumption 



Low Productivity 

and Poor Earning 
Capaciiy 



Inadequate number 
of People in the 
Productive age 
bfackets 



High Mdrtkidity 
andMdftality 

rates, low average 
expectation Qf life 

i 

Deteiiocationiiidie 
quality or wastage 
of human resources 

i 
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This vicious circle needs lo be broken in the interests of ihe 
development of the economy as well as the promotion of the welfare of 
the people. As food is the primary requisite of life, and that it determines 
the nutriiional status, which in iiim determines the health status of the 
people, stf engthemng of the nuthtional status tbeiefoie, helps break the 
vicious circle. 

Also, it IS w idely believed that nutrition is the most imponani factor 
m innuencing hiiman productive capacity, and experience across the 
globe reinforces the belief, that productivity and food habits of people of 
different climates and regions of the world arc widely different. It is also 
adequately established that under-nutrition and malnutrition are obstacles 
to social and economic giowih« which account for increased morbidity 
and mortality. Poor aduevonent in Uteiacy, education and low 
productivity, together result in wasiage of human resources. The Preamble 
to the Constitution of F. A. O.' recognises the link between nutrition and 
the expanding economy. Mahiufirition is an impediment to national 
growth as the malnourislied often are a drain on its development^ 

Undemuu-iuon and malnutrition are important causes of high 
moriaiiiy and reduced working life span. A well nourished person is less 
susceptible to infections, and has the advantage of general resistance to 
disease and ill health. Working capacity of the well nourished worker 
increases his earning capacity, which in turn improves the living standards 
of his dependents. This may also have an effect on both current 
consumption and the future productivity. Increased working c^ipacity 
organised through better nutrition programme and better health status 
promotes employability and leads to better participation of the worker, 
which ultimately promotes more fovourable income distribution in the 
economy in the long run. 

Burton Weisbrod stated that human capital presents the resources 
which man has utilised lo augment his personal productivity.^ He argues 
that any type of investtnent in man will result in the longevi^, and 



1. Food and Agiicuhiml Oi|«iizaiioa of the Uniicd Nitions Consdiuiion, 19S1 . Rules 
and Regulations, Rome. 

2. Alan O. Beig, 'Nouition as a National Piiotiiy*, Ijessons from the Indian Emperiment, 
AmerkanJourmUtfOimeatNtiirkum, 23, 1970pp. 1396-1408. 

3. Bufion A Wdsbiod. 'Liveiuiient in Human Capiial* Joumal cf Human Rtscurees, 
SinimerJ966pp. 118127. 
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investment in malnourished children today can improve the quality of a 
significant fraction of future labour force which has its positive impact on 
the growth of the nation. Therefore, an improvement m nulrition can have 
a continuing current or maintenance effect on the productivity of an active 
member of the labour force, or it can Lake the shape of an investment 
enabling a person to earn a higher future income.* The inter-relationship 
between nutrition and productive capacity has been particularly 
significant in tiie developed socieiies. 

In developing countries, children between the ages of 1 and 5 years 
constiUite more than 15 percent of the total populauon which is more than 
that of the advanced countries But not all reach the productive age due 
to high infant and child mortality. In these countries, we find the instance 
of a broad ba^jed pyramid, which is not favourable both from the point of 
view of nutritional needs and economic development, as it is not only 
unproductive but also nutritionally most vulnerable. Again, the mortality 
rate in these couniries is as high as 40 percent, resulting in the loss of 
future productive agents of the economy. ^Another point in this context is 
that, poor nutrition befoie and after pregnancy is ihe main factor affecting 
the weight of the child at birth. These low birth weights have been 
resulting in the increased mortality and mental dams^ge. 

As per the estimations of 0»nea, in India and El Salvador in 1968, 
the working capacity of the labour force is only 50 percent of the normal 
level, which disparages the levels of production. Production could be 
maximised only through optimum allocation of resources. But because of 
the widespread undernutrition and malnutrition, productivity is low in 
developing countries.* 

6 J. Nutritional Status and Health 

From the health point of view, inadequacy of diet may affect the 
man in two ways. First, an undcniounshed or malnourished person may 
face health problems leading to illneiis, which in turn prevent him from 



4. Alan Hcig and Ri>bcri Muscat, "Nuinlion and Hcunumic Development - The View 
ot the Pianner . paper prepared for May 3-7, J 971 meeting of Ihe Secretary 
General's Panel to formulate a l!\ Strategy stated. 

5. Gopaian, C, Nuinuoii md hcoitotnic Develupmeni , a paper prcsenied at the 
Workshop oh Ftmeiicnal Literacy and Famify Ptaming Education, Hyderabad. 

6. Cocrea M., 'Nutrition, Woricmg Capacity, Productivity and Economic Growth paper 
piesenied at Wcsum Hemisphere Nutrition Congress-fl, San Juan. August, 1968. 
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^ecttve participetton in the productive processes of the economy. And 
secondly, it influences their choice of what to do with tfieir lives. 

Health and nutrition are closely related though, nutrition among 
Others is one factor alfecting the health status of the people. The 
mataourished pefson is moie prone to disability and hi extreme cases, 
even death. Hie mahiourished is moie susceptible to infections and 
diseases as the resistance is low. Most vuhierdile groiqpa of population 
are moie susceptible to infection, generally due to low food intske, loss 
of iqipetite, and decreased absdiption of food. Thus, an economy wheie 
undemuttition and mabiutiition are widespread, the healdi problems may 
be solved to a great extent b> promotmg nuuition based diet to tfiose 
suffering from deftdencies. And. if proper steps taken to promote die 
nutritional status of the people, especially the lower income groups, and 
the vulnerable groups, efficiency and productivity could be geared up. 

Widi giowuig impodanoe and recognition of die importance of 
human capital, economists consider ttiat expenditure on food as 
investment, may prontoie die skills and abilities and ultimately die earning 
capacities in future. The foltowing schematic representation of the 
importance of food programme in human capitlU may substantiate the 
point in this regard^ 



Output (Capital) (Labour) 



I I I 

persons hi Days worked Output per 

Labour force per person day 



Mortality Morbidity Learning in Physical 

I I Childhood Productivity 

till 



Nuuition 

Food Programme 

Levinson and Call' assigned three roles to nuuiuon in economic 



7. DcHiglas Wilson, "The Economic Analysis of Malnuinaon" m Nutruton NmuhuU 
Deyelopmeni and Planning, {^ ) by Cambridge 1973. p 138 

8. Levinson, F.J. and Call, D.L , "A Model forNumuon PUruiuig, Fitpc; prL-^cnicd u the 
17ih Meeting (rf the FAO/WHO/UNlCEi- Protein Advisory Group. New York, Mmy 
1970. p. 129. 
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deveiopmenL while analysing the allocauon problems relaung lo nuiriuon. 
(1) Improved nutritional Status may inaease productivity in the 
agricultural and industrial sectors of the economy, (2) improved 
numuonal status may mcrease the motivation of reproductive age of 
parents to accept birth control measures as a result of a reduced rate of 
infant mortality ; and (3) improved nutritional status may increase health 
directly The first two are investment oriented and the third is a 
consumption oriented role, in this connection it is stated that, "if once a 
person is lesttxed to well being, adequate nutritioQ (e. g., siif ficiem inm 
supply) is amaintenanceexpenditureand in its absence, the persons would 
loose some of the inmme Renting capacity he or she has, when nutrition 
is not adequate."' 

AsMflsmeDt of the Ntttritioiial Status 

The twin problems of undernutrition and malnutrition are among 
the other major hurdles to the growth of the Indian economy. In India, 
both at the Cenu-e and at the Slate Government level, attempts are being 
made to raise die nuLriiional status of the people. In this context, in the 
first instance, it is necessary to assess the existing nutriuonal status so as 
to implement suitable measures. An imporiant obje4:tive in this regard is 
to see wheUier there is an improvement in the nuuiiional status of the 
people. On the basis of a comparison of the NSS data pertaining to 28th 
found and 32nd round, we have considered the calorie and protein intake* 
from ceteals only, since cereal consumption is the pnouury source of 
energy (as 80 percent of the calories are obtained). 

M Methodology 

This study takes into account the calorie and protein intake using 
expenditure-group- wise consumpaon data, and a comparison has been 
effected for the period 1973-74 and 1977-78. on the basis of the following 
procedure. 

On Ltie basis of the cumulative pcrccniagc of households m tlie 
expenditure groups, comparable expenditure groups have been identified 
in the selected years. The calorie anil protein value ol cereals consumed 
in diese groups has been arrived at by multiplying the calorie values in 
(he sub-groups, with the percentage of sample households in each 
sub-group,as the weighted factor. Inequalities in the rural and urban areas 



9. A. Berg and R. Mascai, Op. cit,, p. 607. 
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of Andhia Pradesh in 1973-74 and 1977-78 have been analysed by takiiig 
into account expenditure on food and simple lioufleholds in each group, 
as expendituie in food is the key element.'^ 

6S Nutritional Status and Rural and Urban 

The Table 6,1 represents the intake of calonCs from cereals in Lhe 
rural and urban areas of Andhra Pradesh in 1977-78. The figures rndicate 
a Strong link between income and niiLriQonal sLaius. As income rises, 
nutritional status is also rising, in both rural and urban are^s of Andhra 
Pradesh. In almost ail the expenditure groups, nutnUonal status in the 
urban areas is comparatively lower than that in the rural areas. This can 
mostly be attributed to higher cost of living in urban area.s Thi«? 
phenomenon may also be attributed partly to differences m consumption 
patterns. For example, in rural areas people consume inferior cereals 
which push up their nutritional stauis. Tkble 6.2 throws light on the intake 
of calories and protein in the rural areas of Andhra Pradesh in the 
comparable expendiuiie groups during 1973-74 and 1977-7g. The above 
comparison of the intake in 1973-74 and 1977-78 shows that ifaeie is afiall 
in the nutritional sttiuis pertaining to lower income groups (i.e., first three 
groups) during the period under consideration. But mostly in the higher 
mcome groups^ there is a nace of enhancement of nutritional status, 
insigniflcanl though. 

The following Table (6.3) focuses upon the intake of calories and 
protein compaiable ej^Mmdiniie gioups in the uban areas of Andhm 
Pradesh during 1973-74 to 1977-78. In thecaseofuiban areas, the picture 
is different. There is a decline in die nutritional status pertaining to all 
groups. Inthecaseof tower income groups, die &11 in die nuiridonal status 
is less significant in urban areas compared to rural areas. 

6jS Nutrition— Past and Present Status 

If we compare the situation of nuthtionai stauis in 1961-62 with 
1973-74, the picture is more discouraging because, the nutritional status 
had significantly declined. An analysis of die NSS data indicates the 
average total inake for all die expenditure groups in both the rural and 
urban areas in botti die years. i.e., 1973-72 and 1973-74 is lower, 
compared to 1961-62. The per capita per day calorie intake in die rural 



10. Gopaian. c, RimaMsih, B. V. , BilMofanhinanyain. S.C Nutritive Vaiug e^indum 
Foods. Naiiond httituie of Medical Reicwch, HydeiaNid, liidii, 1977. 
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aieas of Andhra Pmdesb was 19S2-82 in 1961-62. 1754.68 in 1972-73 
and 1S20.97 in 1973*74. In the lutan areas, the calorie intake was 1530.17 
In 1961^, 1462.31 in 1972-73 and 1507.38 in 1973-74. Moreover, the 
range had also increased from 1201.96 to 3175.63 in 1961-62,667.15 to 

3629.89 in 1972-73, and 932.09 to 3961.66 in 1973-74 in the rural areas 
of Aixlhta Pradesh ; and the figures indicate considerable increase in 
inequality in consumption levels. In the case of urban areas of Andhra 
Pradesh, the range was from 995.03 to 2363.40 in 1961-62, from 546.50 
to 1888.34 m 1972-73. These figures also indicate that the range has 
increased in urban areas too during the period under considerauon. 
Moreover, Lhe range pertaining to all the three years in the urban areas is 
less than that pertaining to rural areas, which confirms the fact that the 
intake of calories is higher in the rural areas. In order to measure 
inequality* the coefficient of variation has been calculated. In the case of 
ninil areas of AndhraPradesh, the coefficient of variation has increased 
from 26.50 in 1961-62 to 45.30 in 1972-73 and it is 43.03 in 1973-74 in 
the nmU areas of Andhn tadesh. In the uiiMui areas of Andhia Pradesh* 
the coefficient of variation increased from 23.04 in 1961-62 to 28.65 in 
1972*73 and 33.09 is 1973-74. Hie figures, thus indicate that the increase 
in inequality is greater in the nnal areas than in the uiban areas. 

As income is the key detenninant. we have calculated the 
coefficient of variation lo study rural-urban differences in intake during 
1973*74 and 1977*78. The fall in the urban areas is much steeper, and that 
the rural-urban differences have nanowed down. This is a wdcome trend 
though, since there is no increase in the nutritional status of the people, 
this trend niay be attributed to a significam decluie m intake in both the 
areas. 

6«7 Conclusion 

There has been a decline in the nutritional status of the people of 
Andhra Pradesh during the period under consideration. This may have 
^considerable adverse effects on the health status of the people, and thereby 
on their productive efficiency. This decline needs to be averted so as to 
contribute tt) human resource devekq)ment and to promote the health 
status and welffue of the people. In conclusion, therefore, it may -be 
pomted out that, steps may be taken to increase the nutritional status of 
the people in terms of a package deal. As income is the key determinant, 
the policy measures have to promoie employment oppornmities so as to 
eliminate poverty, and it is necessary to subsidize various food articles. 
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impose quality conoots, and also ocganisc populatiofl coo(rol 
pfognunmcs. 



TABL&6.1 

Intake of Calories From Ceieal^ in the Rural and Urban Areas of 
Andhra Pradesh in 1977-78 



Expenditure 




Rural 




Urtem 


Group (Monthly 


Intake of 


Intake of 


Intake of 


Intake of 


per capita 


Calories 


Protein 


Calories 


ftotein 


Rs.) 


per capita 


per capita 


per capita 


per capita 




per day 


perday 


perday 


perday 


1. 


2. 


3. 


4. 


5; 


0-10 


105.04 


2.52 


26.52 


0.4y 


10-15 


lit 
661.11 


16.92 


300.94 


0.15 


15-20 


955.48 


30.20 


461.73 


8.17 


20-30 


128j64 


32.17 


875.98 


18.53 


30-35 


1428.78 


34.49 


1079.28 


22.53 


35-40 


1528.67 


34.75 


1180.98 


24.33 


40-50 


1652.65 


36.82 


1318.49 


27.64 


50-60 


1783.70 


38.78 


1410.15 


28.64 


60-70 


1915.17' 


■ 40.85 


1474.87 


30.07 


70-80 


1916.30 


41.24 


1540.88 


31.18 


80^100 


207737 


43.86 


1898.83 


32.63 


100^150 


2230.23 


45.77 


1591.20 


32.64 


150-200 


2313.58 


46.36 


1416.83 


3328 


200-250 


3009.54 


57.80 


1720.74 


36.09 


All Classes 


1024.9 


39.85 


1492.24 


27.72 
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CHAPTER — VU 

HEALTH POLICY 



74 latroductioD 

The Consiilulion of India envis9ges the esiablishmem of a new 
social order bttied on equality, freedom, and justice consistent with the 
dignity of the individual. It aims at the eltminatioo of poveny» 
ignofance* and ill*healtb, and diiects die state to regard die raising of die 
level of nuiridon and die standard of liviiig of its people, and die 
iinpfovemeniofpublichealdiasaniong its primary dudes. Anddiatdie 
duty of die Stale in seciiring die healdi and strengdi of woitos, men and 
nvbmiMi. specially ensuring diat children are given opportunides and 
fiBciliiies to development in a healdiy manna, ts a matter of prime 
imponaAce. 

Evmince die intioduciion of planning in the country, die five year 
plans have provided die basic frame work widiin which die Suites may 
develop health services, faciiides for medical educadon and research 
The policy guidelines ait also provided dirough discussions ai various 
joint confbiences df die Central Councils of Healdi and Runily Welfare 
and the Nauonai Development Council. Moreover, Central legislation 
is there lo regulate standards of medical education, prevention of food 
adakeraiion, maintenance of standards in the manufacture and sale of 
ceruijcd drugs etc. And at a time when the demographic and health 
picture poses a serious problem, the importance of ev olving an appropriate 
health policy under the auspices of the Government cannot be 
overemphasized. 

72 Health Status and Policy 

During die past duee decades juid more, susuiined efforts are being 
made for the promotion of die health care services, which help die 



Digitized by Gopgle 



124 TOWARDS 2000 AD-INDIAN HEALTH ECONOMY AND POUCY 



economy fipgister considerable progress. BuuagieatdealiemainsiDbe 
accomplished if we have to be anywhere near the goal of 'Health lor All 
by 2000 AD'. Hie life expectancy at biith has gone up fiom 27.4 years 
from 1941-Sl decade lo 54.71 years in 1985-86. The infant moitaliiy 
has come down from 146 per thousand live births during the.fifties to 104 
by 1984. The mortality rate has declined from 274 in 1941-51 to 14.8 
in 1984. By ihc year 1986, the iiambcr of hospitals (GovemmcnLj were 
4093 and the number oi beds was 394553; the number of pnvaie hospitals 
is 3381, and the number of beds are 141182; and the total nunibcr of 
hospitals was 7474 and tiie number of bexis was 535735, Area served 
per hospital (sq. kms.) was 439 83 and population ser\ ed per hospital was 
100618. Population served per bed was 1404 and hospital beds per 1000 
population was 0.7 1 . The per capita expenditure on health rose from Rs. 
7.01 in 1974-75 to Rs. 25.65 by 1984-85. The infrastructure has been 
snengthened considerably under economic planning. At present, the 
country has about 83,000 sub-centres, 11,000 primary and subsidiary 
health centiesand650 community health centies. This infinstnicQiie is 
9Uigposi»i by curative and q)ecialist care facilities piovided by the sub- 
divisioQ/Tahsil/District and teaching hospitals and the regional and 
naiimial mstituies. The programmes i ni tia t ed a nd executed over the last 
throe decades have stiei^t^hened the health caie system in the country and 
yielded consideiable dividends, particularly in the field of communicable 
diseases. The country was officially declared free from smallpox in 
1977. The national malana eradication programme initiated in 1958 has 
brought down the incidence of malaria considerably. 

A fairly extensive net wotkofdispensaries hospitals and instauitioos 
providing specialized curative caro has developed and a huge stock of 

medical and health personnel of various levels has become available. 
Significant indigenous capacity has been csiabiished lor the production 
of drugs and pharmaceuticals, vaccines, sera, hospital equipment etc. 
The nauonal programme tor the control oi icprosy, tuberculosis, lilana, 
and blindness have also helped to reduce niorialiiy and morbidity. 
National programmes have also been launched tor the promouon of 
maternity and child care, such as inununization of expectant mothers 
against tetanus, and children against tetanus, whooping cough, diphtheria, 
tuberculosis, polio etc., besides prophylaxis against Vitamin A and iron 
deficieacies. Programmes for improving the nutritional status of 
mothers and childien have also been taken up In the field of curative 
services some of the State Hospitals have buiH up specialised 
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sophisiicaied services comparable with facilities available in some of the 
advanced countries for cardiac diseases, cancer, and neurological and 
nqphidosical problems. Measures have also be^ intiodiiced to correct 
the fcgional imbalances prevalent within the system to improve referral 
services and to augment health care services in the rmal areas through the 
minimum needs programme. 

One of the most significant developments dunng the Sixth Plan was 
the adoption the National Health Policy by both Houses of Parliament. 
Health care programmes were restmctoied and reoriented towards this 
policy. Priority was given to extension and expansion of the rural health 
in£ra$tructuie through a network of community health centres and 
sub^enues on a libecalised population norm. Efforts were made to 
develop promotive and preventive services along widi curative and 
rehabilitative facilities. High priority was given to the development of 
primary health care located as close to die people as possible. 

73 The Key Issues of Policy 

All mortality raiei, i.e., mfain mortality rate, child muriaJuy rale, 
maternal mortality rale, have all declined, and the incidence ol several 
diseases has gone down Yet, there is much to be desired in this sector, 
for the [xoblems relating to health status, and its attainment, are persistent. 
Severe under- nutrition and malnutrition are pervading, and suitable 
efforts need to be made to enhance the nutritional status of the people 
especially children and pregnant women and diereby eliminate nutritional 
deficiency and related diseases. CommunicabkLaiidnofKommiiiiicable 
diseases have 10 be bioughi under effective control. BUndnest, Leprosy 
and Tuberculosis continue to have high rates incidence, and they need to 
be effectively uickled. U is to be noted with displeasure, thai only 31 per 
cent of the rural population has access to potable water supply and less 
than one per cent c^ diem enjoy basic sanitation. The prevailing high 
incidence of disease and mortality basically relates to diarrhoea diseases, 
speciailv among infanb and ciuldien, due to lack of safe drinking water 
and poor environmental sanitation, and poverty and ignorance. 

.In India, the emphasis on health programme and policies has been 

different between different states. Kerala at the one end of the spectrum, 

is way ahead afid oLhcis like Madhya Pradesh and Biliar arc lagging 
behind in the race for "health for all by 2000 AD." Andhra Pradesh 
occupies a moderate posmpn, with better overall averages in bird) rate, 
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death rate, infant mortality and life expectancy. It however, lags behind 
the others in a few services specific to health protection. 

The leoemtfinist in this aieafelaiestoan almost wl^ 

of health and manpower development policies, and the establishment of 
curative cenires based on the western models, which have been sLated as 
inappropriaic lo the specific needs ot our people and the socio-economic 
environment. The hospital based disease arid cure oriented approach 
towards the establishment of niedicaJ services has provided bene t i is to the 
upper echelons of the society, specially lo those who live in urban areas. 
The proliferation of this approach has been at the cost of providmg 
comprehensive primary health care services lo the entire population, 
whether residing in the urban areas or in rural areas. Moreover, the 
continued over-emphases on curative approach has led to the neglect of 
the preventive, jvomotive* public health and rehabilitative aspects of 
health caie. The exisung approach instead of increasuig awareness and 
pronioting self-reliance, has tended to enhance dependency and weaken 
the community's capacity to cope with its problems. The prevailing 
policies concerning education and training of medical and health 
perscmnd at various levels has resulted in the development of a cultural 
gap between the people and the personnel involved in health 
administration. Various health programmes have foiled to involve 
individuals and families in establishing a self reliant community. 
Moreover, the planni ng process has become largely aware of the fact that 
the ultimate goal of achieving a satisfactory health stanis for all our people 
cannot be secured without involving the community in the identification 
of the health priorities as well as in the implementation of various related 
programmes. 

lA Need for New Health Policy 

India is a signatory to the Alma Ata Declaration ( 1078), whereby it 
is committed to achieve the goal of "Health for Ail by 2000 AD.'* 
through universal provision of com'prehensive primary health care 
services. In this context* the need for a Utorough overhaul of the existing 
approaches to education and training of medical and health personnel and 
the reorganization of the health services and their infrastructure has to be 
suessed. In view of the large variety of mputs mio health, it is necessary 
to secure the complete integration of all plans for health and human 
development with the overall national socio-economic development 
process, and particularly in the more closely health related sectors like 
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drug?, pharmaceuticals, iigriciiltiiie and food productkm, nval 
developmem, education and social welfiv6,'lioiisiqg, water supply and 
sanitation, picveniion of food adulteration, maintenance of piesaibed 
standards in the manufochire and sale of drugs, and finally the 
conservation of die enviiomnem. An acceptable level of health of all by 
the year 2000 cannot be achieved by health sector alone. Itcanonlybe 
attained thiough a strong political will and the coordinated effortsof the 
health sector and relevant activities of other social and economic 
development sectors. A holistic approach with closed inter- sec toral and 
intra-sectoral integration is therefore, found neccs^y to pn)vide 
universal comprehensive primary health care services, relevant lo actual 
needs and pnorities of the community at a cost which the people can 
afford, ensuring that the planning and implementation of the various 
health programmes is through the organised involvement and 
participation of the community, adequately utilising the services being 
lendeied by private voluntary organizauons active in the health sector. 

■ The 20-pom[ programme attributes a very high pnoniy to the 
promuuon of family plannmg as a people's programme on a voluntary 
basis. The several other issues which have been in the framework are 
substantial augmentation and provision of primary health facilities on a 
universal basis, control of leprosy, T.B., and blindness, acceleration of 
welfare programmes for women and children, nutrition programmes for 
pregnant women, nursing mothers and children, especially in the tnbal 
and other backward areas, provision of drinking water facilities to ail 
problem viUages* improvements in the housing and environments of the 
weaker sections of socie^, increased production of essential food items, 
integrated rural development, spread of universal elementary education, 
expansion of the pubhc distribution systems etc. It is in the context of 
this framework, that the pattern of development of die healdi serviced 
infiasiniciure in the future needs to be evolved. 

Unless success is achieved in securing the small family norm 
thorough voluntary efforts and through nioving towards the goal of 
population stabilisation, nothing much can be achieved even if we 
introduce an over all approach to health care and restructure health 
services. It is therefore necessary that a national population policy has 
to be evolved, keeping m mind the entire gamut of related issues. 

Effective delivery of health care services would depend largely on 
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the nature of education training, and appropriate orientation towards 
community health of all categones of medical and health personnel and 
Lheir capacity to function as an integrated team. This requu-es that the 
entue basis and approach Lov,ards medical and health education at all 
levels is reviewed in terms of national needs and priorities and ihe uaining 
programmes restmctuied, so as to produce pexsonnd various gndes of 
skills and competence. 

7^ Main Features of New UealtliFoiic^ (1983) 

In brief, the health policy enunciates the need for providing primary 
health caie with special emphasis on the pieventive, promotive,. and 

rehabilitative aspects. The method of restructuring of health services is 
as follows. The policy intends to provide within a phased, ume-bound 
programme, a well dispersed network of comprehensive pnmary health 
care services, miegrailv linked with the extension of health education 
approach, which lakcb inio a^couni the fact that, a large majoniy of healih 
functions can be effectively handled and resolved by the {"►eople 
themselves, with the organised suppon of volunteers, auxihanes. 
para-meds and trained muld purpose workers of various grades. There 
are a number of pnvaie and voluntary organizations active in the health 
field all over counD7, whose active help and support has to be effectively 
enlisted. The effective implementation of the primary health care 
approach would involve large scale uinsfa of knowledige. simple ikiUs, 
and technologies to health volunteers, selected by the communities and 
enjoying their confidence. The functioning of the front line Wdlm, 
would requite to be related to definitive action-plans for die translation of 
medical and heateh knowledge into peactical action, involving the use of 
simple and in^oipensive inttrveniion, which cin be readily impkmented 
by persons who have undergone short period mining. The quality of 
training for such heakh woifcers is of gieai impofiance to the success of 
this iqiproBch. the success of such a decentralised primary heaUh care 
system would depend vitally on organised evolution of individual self 
reliance and effective community participation, and the suppon of the 
health care services at all levels. 

The deoentralisatkm of services wouldrequire the estaUishmeni of 
.a weU woriwd out refenal system to provkle adequate expertise at various 
levels of die organizational set up nearest to die community, depending 
on actual needs and problems of diat area. The effective establishment 
of the refeixal system would ensure opdonal utilisation of expertise at the 
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higher levels of the hierarchical soructuic. This lenilt in not only 
improving health care services at tiie prinuvy levels, but also provide for 
the timely attention bei^g made availiMe lo dioie In need of imnt 
specialist caie. . 

The approach to health care, therefae, comprises an iaiegiaied 
package of services seeking to tackle the entile lange of health conditioos 
on a broad front. It requires the estabUshmentofanaiioihwide chain of 
sanitary cum epidemilogical statkms. The k)cation and fimctioning of 
these staiioiis may be bet!^ primary and secondary levels of the 
heiraciycal sinictuie, depending upon die local siniaiions and other 
iclevam. conskleiatkms. Each siich station would require to have 
suitably uained staff equipped to identify preventive, promotive, and 
• . , . care 

services, specific to local situations The 
disinct health organisaUon should have, as an integral pan of its set up a 
weU organised epidemiological unit to co-ordinate and superintend the 
funcuomng of the field stanons Such stations participate in the 
integrated acuon-plans may help eradicate and control diseases beskles 
lacklmg specific local cnvironmenial health problems. In the urban 
agglomerauons, the municipal and local authorities shouUI be equioDed 
to perform similar functions, being supported with adequate lesoum and 

S^J^in."*^ ""'"^ ^^^'^ ^^'^''^ "^"^^ 

The location of curaUve centres require to be related id die 
populauon they serve, i.e., in accordance with (iensinr. dinances 
topography, transport connections etc. These centres AottM Anciion' 
wiOim the recommended referral system, and die tuiiiit of die several 
specialities required to deal with the kwiUdiseesepwieiBsbeiMDrovided 
as near 10 (he communuy as possible. 

xT^ """"'^ level and Lhc field caoips monMch 

should be uuhsed to the fulle.si e.xicnd, lo reduce the pmssines «^ 
centres, with panicular concentration on the control and enKlicadon of 

ShT' • '"''■^^""'''^ *e maximun, utilisaticn of 

available resources, new and additional curative cenner shouM be 
established only in exceptional cases and the basic attempt must be 
wwards the upgradauon of existing bciliiiei at selected looitions. die 
guiding pnnciple being to provide specialist sen^ as near to the 
benefioanes as many be possible widi a weU plamied network. 
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Expenditure should be reduced through ihe fullest possible use of che^ 
locally available building materials, with appropriate archiiectural 
designs so as to be cosi effective in the purchase of machinery and 
equipmeni and avoid duplication of such acquisition, and ensure the 
proper upkeep of all bio-medical equipment so as to secure their- 
maximum utilisatioii. 

In ordei to economise on governmental expenditures, and to fully 
harness untapped resources, programme may have to be related to local 
requirements and potential, so as to encourage the establishment of 
practice by private nnedica] people, increased invesunents under the 
auspices of the n on governmental agencies for establishing curative 
centres may have to be encouraged with government logistical support. 
The 1.D.BJ. has recently amended ins guidelines in order to piovide 
finance by way of seed capital, or term loan, lo establish hospital and 
nursing projects, eic., by recognising ^'hospitals** as ''industry** At 
state level, the APSPC monitois this aspect. 

While the major focus of attention in restructuring the existing 
govemmental organisations relates to the strengthening of primary health 
care and public health services within the integrated rdenral system, 
planned aoeniion icquires lo be devoted to the esud>lisfa!nent of centres 
equipped id provide speciality, multi-speciality and super speciality 
services, through a well dispersed network of centres to ensure that die 
present and future requirements of specialist treatment are adequately 
available at various levels within the counny. To reduce govemmem 
expendiuires in die establishment of such centres, efforts should be made 
to encourage private invesunents, so that the affluem sections are served 
by the private sector in the paying clinics. Appropriate di^persiil of 
cenues is needed to remove cxisung regional imbalances and to provide 
services within the reach of all rural and urban areas. 

Special programmes may have to be launched to provide mental 

health cLire well as medical care and the physical and social 
rehabiiiiation of those who are menial I > reuirded, deal, dumb etc. and the 
aged Programmes for the prevcnaon of vanous disabilities also are 
emphasised. In the establishment of reorganised services, top priority 
must be given to provide service to the tnbal and other backward areas. 
Also, these services have to be poised to cover epidemics and endemics, 
as well as the vufaicmblc sections of the society, in the leoiganised 
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heaUh service scheiiie»effom sboukt be made lo ensure adequate mobility 
of personnel at all levels of functioning. 

U wouM be a sdipendous venture if we have to evolve national and 
regional sttategies so as 10 ensure adequate nutrition for all segments of 
the population thiough a well developed distribution system, specially in 
niral areas and uriMui slums, but it would be a precondition to all healtb 
caresystems. llie basic input of the avenge human kind is food, and it 
should beavailabie loevery person in accordance with his physical needs. 
Low cost, processed and ready-to-eat foods, should be produced and made 
available. The overall strategy involves the enhancement of purchasing 
power of Lhe potircsi sections ol ihe communiiy. All rural schemes 
which promoLe einploymeni may have lo be reviLaJiscd. l^e problems 
of communities alfex: ted by chronic nutritional disorders should be tackled 
through special schemevS including the organisation oi supplementary 
feeding programmes directed lo vulnerable <;ex:tions of the society and 
they should be integrated with health care acuv lue.s. In this regard, the 
efforts of international organizations Uke WHO. UNICEF should be 
soengthened and improved. Effective steps need to be taken to check 
and prevent the adulteration and contamination of foods at the various 
stagesof their pioduction, piocessing, stoc^ge, transport* anddistribution 
An important aspect of administiation is lo evolve suitable measures to 
ensure the supply of all drugs, and check the manutoure and sale of 
spurious and subsiandanl drags. The provision of safe drinking water 
and die sanitaiy disposal of water, human and animal wastes both in urban 
and luial areas must constitute an item of the ini^rated package. Hie 
enofmous backlog in theprovision of these serviceatotherund populatkm 
and in the urban agglomerations must be made up, on the most urgent 
basis 

While preventive and promotive public health services are 
established, and the curative services leorganised, it would be necessary 
to ensure against the haphazard exploitation of resources which cause 

ecological disLurbarices leading lo hcalih hazards. Planning of heailh, 
therefore, needs be made m adequate consultation with the cenu^al and the 
state government authorities. Also, it is necessary to ensure that the 
present and future industrial and urban de velopment plans are properly 
reviewed to ensure against congestion, unchecked release of noxious 
emissions, and the pollution of air and water. Location of manufacturing 
units must be regulated through leg^ measures, and in consultation with 
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ail competent govenunental authodties. 

Immu ruction programmes aimed against preventable 
commun il able diseases, may have to be planned so as to reduce mortality 
and morbidity. High birth rates lead lo high infant mortality which in 
turn increases the desire lo have more children. Hence the need for 
programmes for the improvement of maternal and child health service 
with panicuiar fociis on less privileged sections of the society. These 
programmes require to be decentralised to the extend ponible so as to 
serve all the beneficianes. Conr.preheiiave progranMnes fbr pmviding 
ante- natal, intra-naial, pre-naial and post-natal caie have to be cQanised. 

Organised school health services integrally linked with the general 
preventive and curative service would require to be established within the 
limited time frame. It is essential to introduce schemed to prevent and 
treat diseases and injuries arising from occupational hazards, not only in 
the industrial secior but also in the agcicultural sector. The fioiployees 
Stale bisinance Act lequiies loJbe amended to eniufe cootdination of 
efforts with the geneial health semces: The CantseiaBd the Siaies have 
to adopt an organised approach to occupational health services for 
reducing morbidity, and promote bener health. 

It must, however, be emphasized that all the above mentioned 
measures would meet with success* only when nation-wide health 
education programmes are launched. Tliese should be backed by 
^propriaie communication strategies so as to provide health inforniatibn 
in easUy understandable form to motivate the development of an altitude 
for healthy living. The public heahh education programme should be 
supplemented by health nutrition and population education piognunmes 
in ail educational institutions at various levels. Efforts must be made to 
promoLc universal education, specially adult, and family education, 
without which, the efforts lo organise preventive and promotive health 
activities, family planning and improved maternal and child care, canrKH 
bear fruit 

There is also a great need for the development of an effective health 
information and health education system. A nation-wide organisational 
set up should be established to procure essential health information. 
Such information is needed in view of not only planning and decision 
making, but also to provide timely warning about emerging health 
problems and for reviewing, monitoring, and evaluiating the various on 
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going health ixognunmes. The buiktiiig up of a well conceived health 
mfofmation system is also neoessaiy for assessing medical and healdi 
nuoiixywerieqiiiieinems, and for taking to Hiisxequiies 
giass-root participation and involvement of the enlightened segments of 
the popuUttion, viz.v health-educators, voluntary organizations, and 
philanthropists, and others. 

The country has already built a sound technological and 
manufiictunng capability in the field of drugs, vaccines, bio- medical 
equipments etc. But the inow-how requires to be adequately exploited 
to increase the production of essential and life savuig drugs and vaccines 
of superior quality lo meet national requirement, specially in regard to the 
nauunai programmes lo combai maiaiia, l.B., Lepiusy, blindness and 
diseases relating to diarrhoea. Atteinpis :r. be made to pjudiicc di ugs 
ai low cost, and efforts may be launciicd to establish herbal gardens for 
producing herbal drugs of quality and make them available. 

There is also a need for constant updating of knowledge, skills, and 

techniques of the state of the arts and technology in the field and all 
medical practitioners (private, governmental and volunLary), by regular 
conduct of seminars, workshops, symposia and organized tiaining 
programmes, through continuing Medical Educauon Schemes. 
Practitioners of Modem medical system heavily rely on diagnostic aids 
involving extensive use of costly and sophisticated bio-medical 
Equipment. These equipments require to be financed and subsidised so 
that the much desired technological transfer takes place in a prionty 
sector. It would also be in the fimess of things if a proper health 
insurance scheme is organised on a state wide basis for mobilising 
additional resources for health promotion, and ensuring that the 
community shares the cost (^services in keeping with its paying capacity. 

7.6 Research and Administrative Coordination 

The existing legislation needs purposeful review. Medical science 
is expanding at a very rapid rate, in order to maintain our couiiu y '$ lead 
in this regard, and to aiiam self sufficiency and obtam the requisite 
competence in the future, it is necessary to have an organised prugrainme 
tor the building up and extension ot fundamental and basic research in the 
field of bio- medical and allied sciences. The basic objective of medical 
research, and the ultimate test of its utility would involve the translation* 
of available know-how into simple lowcost, easily applicable and 
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a ppro p riate technologies suited to local conditioiis, thus placing the latest 
achievements within the reach of health personnel and to the front tine 
health workers, in the lemoteslcoiners of the couotry. Besides devotion 
ID basic fnndamentil lesearch, high priority ibust be assigned to applied 
and operational research including action oriented research for 
continuously improving cost efiGxtive health services. MvitiesneedtD 
be identified and laiddow'n in coU^Kxation widi social acientists.pJanners 
and decision makeis and die public. As equally high priority should be 
given 10 essential equipment lequiied for extensive use, and to promote 
and enlaigff the resources to be devoted to nutridonaliesearch and thereby 
improve die healdi status of die community. Bodi health and human 
development must form an integral component of the over all 
socio-economic developmental process in the country. Hence the need 
for proper coordination between healiii di\d other closely relaied secinrs. 
There is a great need for setting up machinery at the Centre and in ihe 
States for securing inter-sectoral coordiiiaiion of the various efforts m the 
field of health, family planning, medical education and research, drugs 
and pharmaceuticals, agncLiiiurc and food, water suppiy and drainage, 
housing, education and social welfare and rural development. 
Committees need to be ^pointed for evaluation and coordination and 
they should try to resolve bottlenecks and bring about shifts in conienis 
and pnormes of programmes as may appear necessary to achieve the 
overall objectives. At the micro level, arrangements must be made to 
coordinate health and all oUier developmental activities, under the 
impgrated rural development programme. 

7.7 Monitoring and Review 

The need for monitoring and periodical review of programme 
implementation cannot be overstressed. For this purpose it is necessary 
to identify the bd^c line Miuaaon and to evolve a phased programme for 
the achievement of shoa and long term objecuves m the various sectors 
of activity. The current level of achievement as well as the broad goals 
in respect of certain basi*, iicalih and faiiiily welf are are expressed m the 
Table 7.1. It is the concern of the Cenu-al and the Sute Governments to 
work out related objectives and specific targets of achievement, in the 
light of these goals. Table 12 depicts the present health system 
infrastructure, with the help of which the goals are to be attamed. 
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7iK Tlie Plan Strilfgy 

As the nation is commiiicd lo ihe goal of ''health for all by 2000 
AD/\ in iheconientol over all health development programme, emphasis 
is to be laid on prevenuve and promoiive aspects and on organising 
effective and efficient health sen ices which are comprehensive in nature, 
and at the same time t>c easily and widely available and freely accessible 
to the people. The broad and basic approaches to restructure health 
advices will have to be : 

(1) organised sgppwt of vduiiieers, auxiliaries, paramedical and 
multi-puipose woikeis, 

(2) selection and training of community health volunteers, 

(3) building of self-ieliance and effective camnhanity 
participation, 

(4) establishments of a well worked out referral system, 

(5) concept of domiciiliary and field camp approach, 

(6) devising planned programmes to reduce Governmental 
expenditure and fully utilising untapped resources, 

(7) priority to unprivileged and vulnerable secuons of society, 

(8) ensuring adequate mobility of personnel of all levels of 
functioning. 

Primary health care has been accepted as the main insirumeni of 
dcuun. The main thrust will be in the following areas. 

(a) The minimum needs prognunme will continue to be die basis 
for the pfomolion of primary heahh meastra, with greater emphasis on 
impiovemeni in the quality of services rendered. Emphasis is to be 
levied on the provision of infirastructural facilities and esiablishmem 6t 
fiKilities where they are not available. 

(b) As health programmes suffer due to poor inter-sectoral 
coordination and coopeiation, effective steps are to be taken for 
cdordination and coupling of health and related services and activities, 
i^., nutrition, safe drinking water supply, and sanitatkm, housing, 
educaikMi, information and communication, and social welfare have to be 
made part of the package for achievement of die goals of heatdi for all by 
2000 AD. 
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(c) The community's panic^wiion and people's invdvement in 
the piognumne is to be given gieaier importance. Thus, programmes 
involving active participation of voluntary organisations and a massive 
healih education movement would have lo be accorded pnority. 

(d) Withie9iBdtohedthaiKlfimiilyplamungservic€$,qttaUt^ 
impfovementsaie to be achieved Educaiion and twining programmes 
need to be made moie need based and community orienied. As 
management and supervision are vulnerable areas, management 
information systems are to be developed.- Due anention is lo be paid lo 
the adequate provision oi essential drugs, vaccines, and sera. In this 
regard pricing and distribution and universal accessibility* availability and 
affordability are to be stressed. 

(e) Uiben health services, school heahh services and menial and 
, dental health services are also to be stressed to ensure a comprehensive 

coverage. 

(f) ^ Efibdive steps are to be taken to connol oonununicaUe 
diseases at alllevels with strict adherence 10 sharing of cost by die Slate 
Governments. The National Goitre Oomiol Programme is to be given 
priority as it yields quick and coropleie success. 

(g) Appropriate measures are to be taken for die contrprof 
non-communicable diseases like Cancer, Coronary heart diseases, 
hypertension, diabetes, accidents, etc., which are the major healdi 
probtems. Development of q»cialities and super specialities is to be 
pursued with proper attention to regional distribution. 

(h) U is felt that training and education of doctors and paramedical 
personnel needs a thorough overhaul. Teaching and learning are to be 
related to die healdi problems of die people. Medical training is to be 
need based, problem-centred, and community oriented. Medical 
education is a life kmg piocess and condnuing education is an area diat 
needs considerable strengthening by a proper selection, training, 
placement, promotion and posting policy. Healdi management- 
experience and expertise for all caiesories of health and healUi related 
managerial jobs will have to be ensured. 

(i) k is stated diat medical research of special relevance to the 
common health problems of die people would be pursued. Evaluation 
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of intervention and technologies will be given greater emphasis and 
priority. Modem biology and bio- technology will receive special 
attention to find more effective and acceptable tools to fight several of the 
endemic diseases. Research efforts in the area of immunological 
approaches to fertility control, immunodiagonosticSt operational research, 
' and effective utilisation of electronics and compuiecs in the health 
pfognmnmes, will have to be pursued. 

0) The Indian systems of medicine lend themselves to better 
standardisation, integration, and wider application, particularly in the 
national health programme. Teaching, training, and research, and 
service activities in the development of the Indian systems of medicine 
would need to be pursued vigorously. E xtension planning in this sector 

(k) For attaining the long term goals, a suitable strategy of special 
programmes and mcenuves oriented towards eligible couples, particularly 
in the younger age groups are to be evolved. Incenuves iiice - (i ) giving 
cash awards for one daughter/two daughters sterilization or one son 
sterilization or for promotion of one child norm , (ii) making reservations 
(like SC/ST) for one child families in educadon/employmenteic. and (iii) 
provision of permanent free health card/check up systems for one child 
for an effective disease-fiee long life* shoukl also be thought of. 
Itti»*seciorBl co-onlinaiion and cooperation and the involvement of 
voluntary agencies in the programme will be necessary in diis programme 
10 an ever gieaier extern than health. Community participation is 
essential for the voluntary acceptance of the family welfiBre programme. 
Identification and active involvemeniof non-governmental organisations 
and local leaders in the programmes are important aspects of efforts in 
this field. For the achievement of die *twochild norm* it is essential diat 
the child survival rates be raised. Various steps are to be taken to reduce 
maternal mortality. 

(1) Above aU, stria discipline has to be maintained in hospitals 
managed by Government, by way of total banning of private medical 
practice by Government doctors (by suitably compensating them through 
non-practising allowance), abolition of all malpractioes in maintenance 
of stores/depots In hospitals, and coiniption in hospitals at all levels, has 
to be thoroughly checked and curbed for effective provisicm of medicare 
facilities to the grass-root poverty stricken masses. 
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The elficieficy and effectiveness of progiamme infrasinicnire will 
have to be improved, and witfiin the overafl framework, greater fleadbiltty 
win have to be provided to each Stale with regard to programme inputs. 

Special information education and communication campaigns are lo be 
organised lu rcrriovc bias agamst female children, ttlorts will have to 
be made to eniorce law relating lo the minimum age of marriage. 

Stales which have the lowest couple protection rale wiU need 
special attention. Similarly within the states, areas and groups with 
lower acceptance rate will have to be given particular attention. The 
programme would have to have special focus on slums, backward and 
tribal area^ as well as the rural poor. Involvement of voluniary 
organisations, women's groups and youth groups is stressed. Although 
the network of the programme services has been expanded, it has. not yet 
reached close enough to the people. The emphasis therefore is lo be on 
its acceptability. 

The approach ol the present health policy in India, is therefore, 
essentially macro economic in ib uuilook and the framework has to help 
achieve the goals stated. This requires, however, the coordination of all 
levels of the government, and in this regard, u is essential to stress 
•flexibility' of approach between the governments, and realisation of the 
goals expeditiously at the regional and sub-regional levels so as to 
accomplish the task. 
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CHAPTER — Vm 

* 

HEALTH FOR ALL BY 2000 A.D. 

■ 



In 1978,tttiieinimaikNialcoiifiBie^ 
ScpMriMT) ofganiied by HMlih Afiembly of Wii.OH ai Alma Aia, 
' USSR, It waiimaiiimously decided by 134 Ooveimiieiiis, including India 
and 67 repieseniatives of U. N. spedaliMd agencies, and 
non-governmental organizations, that primary health care for alt is 
essential and thai it has to be an integral part of social developiheni in ihe 
spini of social equity and jusiice. India is a signatory to the resolution 
and is commiiied to the attainment of the goal of health for all by 2000 
AD through universal provision of comprehensive pnmaiy health care 
service. 

tS Health Goals 

Htunan ceiouices of a country am undoubtedly die moat pieclous 
endowment Healdicaicisintriniictodie weU-beingofdfepec^ 
haa to be promoted as an economic value; and as a means to reduce 
absenteeism, ddiUity, disability, and nise effidency, productivity and 
finally di^ income earning ci^ity. 'These aspects of the goal have 
cenain implications to die Indian economy. ' The heahh status of die 
millions of people in die world today causes considerable concern, and 
the story of die developing countries is particularly pathetic. On the 
global level, it calls for a new approach to close the gap between 'haves' 
and have noLs' through equitable disiribuuon of health resources, transfer 
of health technologies, upgradation of skills and information systems, 
su-engthening of infrasu-uciure so as to ensure the level of health for all 
the citizens of the world, and enable them lead a socially meaningful and 
economically productive life. It is in this context the concept of primaiy 
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healthcare i.e , access for ail to minimum health caie»ckMe to thek homes 
ao as to enable ail people lead a healthy life, is stressed 

As per WHO'S definition , the term health implies a state of complete 
physical and mental well being not merely the absence of disease or 
infirmity. It implies that the level of health for any one depends not only 
on the health facilities, but embraces the provision of facilities and 
creation of environment and social mileu that enables a person lead a 
productive life. On account of the multi sectoal nature of health 
devel(qpnient,developinentintheheatth-relaiedsectafssiichas« 
nuiridon, housing, water supply, infinnsmicdiie development, 
communication, agriculture and environment, which have a profound 
bearing on the working conditions, per capita Income level, are all of 
immense importance* Siibstanlial Impcovement in die personal, fiEunily, 
social, and national environmem and hygiene and cleanliness, go a long 
way in reducing the incidence of sickness. People need to be taught, 
trained and motivated to live in harmony with the conimunity in general 

It is a recognised fiu:t that prevention of sickness and calamity are 
in conformity with die economy and is also cost-effective, kxdced at fitom 
the point of the burden on the sociciy . In devetoping economies, widi 
an overwhelmingly high rural population, high illiteracy, low income 
levels, poor nutritional standards, unhygeinic surroundings, lack of 
suiLable drinking waier, inadequaie health cover, people are exposed and 
are susceptible lo indisposition and sickness. Thus, there is a great need 
for public health revolution coupled with effective and sustained 
sanitation drives, and the need to inipai i awareness about mamiainmg the 
necessary environment, which will prevent morbidity and mortally in 
general. 

A numbei of health indicators and parameters are generally being 
used for assessing the health status of people, and an important indicator 
is the Infant Mortality Rate. The IMR not only gives a picture of the 
health stauis and efficiency of the health intrastructiire but also of the 
quality of services provided. At present, the IMR m India is 104 per 
lOU) hve births. It is envisaged that its reduction to bek)w 60 by 2000 
AD could be brought about by improving Uie ante-natal, intra-naial, 
neo-natal and post-natal services, and proper child care and better 
enviionmemal sanitation. In a vast countiy like India, it is difficult to 
provide institutional delivery focilities to every expcMCtimt modier and it is 



Digitized by Google 



HEALTH FOR ALL BY 2000 A.D. 



143 



much more snipendoiu a task to provide services of tfained nufses, and 
midwives iot every domiciUaiy deliyery. Against diis bed^gromid, an 
imovative scheme of training of traditional birth attendants wasdesigned. 
acconling *io which those who aie practising mid-wifery by pfoiession. 
aie given training to conduct ddivmes, and ve supplied ftee^th modem 
midwifery kits at the end of the txaining. About 75 per cent of deliveries 
in the counir> are being conducied by trained and competent 
professionals. 

Hiisiequiies to be supplemented by education lelating to nutiition, 
pievention of nutritional anaemia among pregnant women, by doses of 
iroB and folic acid intakes, and immunization against tetanus to reduce 

I.M.R., and improving, the quality of ante natal and post-natal care. 
These nicasurcs may make ii possible to achieve Lhe objective of bringing 
down Che LM.R. to below 60 during die next decade. 

The pie-school child mortality ratio which is 20 per 1000 is mainly 
due 10 the ravages of diseases such as dianhoeal and respiratory 

infections, and others like measles, diphtheria and T.B. This has to be 

brought down to 10 per thous^incl by ihe year 20i)0 AD and is sought lo 
be iiQhieved through immunization and other suitable measures. 

The MMR (Maternal Mofialtty Rate) whkh is about 4 per diousand 
births should be brought down to below 2 by die target date, and this is 

supposed to be achieved through better maternal services which include 

pre-natal, natal and post-natal care. One ot the key factors for bringing 
down the MNfR is the idendfication of risk factors and providing timely 
institutional services to those m whom such nsk factors have been 
idenufied. 

Life expectancy at birth which is about 35 years now is to be 
increased to 64 years by 2000 AD. This depends not only on the quality 
of health services of a country but is influenced by several 
socio-economic, cultural, and genetic factors as also the standard of living 
in this country. With the improvement in the health .services 
infrastructure and impruvenieni achieved leading to the implementation 
of several anti-poverty and developmental programmes, which are 
designed to increase the per capita incoine^and due to Uie implementation 
of the various national heaiUi pfQgnunmes, this objective may be said to 
be within die reahn of realizaiian. 
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The Crude Birth Rale (CBR) in India is about 31* per thousand and 
now and this is supposed ID be reduced to 21 per thousand by 2000 AD. 
The most important single factor for achieving this objective is the 
implementBtion of family welfare programmes whiQh is possible only 
when the programme becomes a people's programme. The other 
demographic determinants of CBR are female literacy, socio-economic 
status, female employment, and adoption of small family norm, by all 
those in child bearing age group. This is closely relLU^d with cffccuve 
Couple Protection Rate (CPR) which at present is 37 per cent and this 
requires to be increased to 60 per cent by 2000 AD. It is also dependent 
on the achievement of the Net Reproduction Rate (NRR) which-al present 
is 1.34, which represents the number of female children per one eligible 
couple. The annual population growth nuc ai present is 1.90 ptr cent 
which needs be brought down to 1 .20 per cent and the overall family size . 
from 3.8 to 2.3. At present, the percentage of pregnant mothers receiving 
ame-naial care is only around 50 to 60 per cent, li is essential that 100 
per cent of expectant mothers should receive ante-natal caie if ^Health for 
All* is to be made a reality. By the same count, the proportion of 
deliveries by trained birth attendants which is now around SO per oeaif 
requires to be made cent per cent 

In order to reduce the morbidity and mortality rates, infiectioiis 
diseases, which are preventable by immunization, for example, diseases 
like tetanus, whooping cough, poliomyelitis, IB and measles, the Central 
Government sets targets ranging firom 70 to 100 per cent immipiizaiion, 
through EPl (Expanded Progranime of Immunization) and UPI 
(Universal Ptognmme of Immunization by the year 199(9. BCG 
vaccine DPT (Diphtheria, Polio, whooping cough. Tetanus) vaccine T.B. 
vaccine, meastes vaccine, typhoid and cholera vaccine could be 
administered to the high risk prone and vulnerable groups through 
sysLemaiic programmes and their effective surveillance. TTirough the 
effective implemeniauon of National Health Programmes Uice National 
Programme for Control of Blindness (NPCB), National Tuberculosis 
Control Programme, substantial reduction m the incidc ice of these 
diseases and of blindness is sought lo be brought about by the year 2000 
AD. With the phased expansion of implementation of the Multidrug 
Regimen Treatment (MRT) under National Leprosy Control Programme 
gn the national level, spectacular progress has been achieved in several 
districts of the Slate in the reduction of die prevalence of disease to levels 
where it ceases lo be a public health problem. A well co-ordinated 
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piQgiBiiUtte has 10 be launched to provide menial healdi care as well as 
effective medical treatment to achieve physical and social rehabilitation 
of those who are. mentally retaided, physically disabled, and aged. 

U Measorcs for Adrievtag Heailli goali. 

Experience has shown that hospital based — disease — and 
— cure — oriented — approach, towards establishment of medical services 
has provided benefits only to those in the urban areas mostly, and also has 
failed to achieve the goals in the field of health. Hence the shift in 
emphasis to preventive, promotive, public health and rehabilitative 
aspects of the healdi care. Aspects like nutrition — Ptevention of food 
adulteration maintenance of the quality of drugs, water supply and 
sanitation, environmental protection matemal and child health services, 
immunizatioii, school healdi programme, occii p ational health — 
pnmioting and medicare schemes, in various sectttfs require to be geared 
up. And, simple and affonlable vaccine diops and medicines for all 
common diseases, bio-medical research, clinical problem, and research 
have to receive greater attention. Hie delivery systems, also require to 
be properly evaluated periodically. The question of quality control, and 
supervision have to be given importance in all schemes of evaluation. At 
die same time, ooit-effeciive systems ot medicine like Ayurveda, Unani, 
Siddha,Homeopatity, and odms need to be encouraged. Indiisregard, 
the importance of naturopathy and the development of knowledge of 
nutritional levels based on local resources has to be stressed. A 
time-bound programme with inter- sectoral cooperauon, and 
synchronisation of schemes and activiues, for rhe elimmation of 
region-specific local diseases is needed. 

Synergic and dedicated efforts involving all the sectors, 
govenmienoil agencies, voluntary organisations and the people, would 
go a long way in effectively tackling promotive, preventive, curative, 
rehabilitative, and emergency medicare, and in tianslatii^ the goal of 
health for all by 2000 AD as a realisable reality. 

SJ Aodbin Pradesh and Health Goals 

While the expectations ot reaching the set goals are geared up, it is 
necessar> to keep in mind, that Andhra Pradesh has been perpetually a 
backward State, compared to nauonal averages and the neighbouring 
States, in the field of me<iical and health. It is therefore, necessary that 
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under economic planning, primary health care has to be given sufficient 
prominence. The approach of the Stale Government for achieving the 
*goal of heal ih for all by 2000 AD* under health sector during the Seventh 
Plan has been as follows : 

(0 In the field of modem medicine, ii was proposed to ensure that 
all the erstwhile taluk hospitals are equipped with 30 bed faciliues dunng 
the Plan period. This would also imply the establishment of mandal 
hospitals, where at present there are no such hospitals, apart from 
upgrading a number of other similar hospitals to bnng them up to the 
Standard of 30 beds. 

(U) In the erstwhile taiuk/mandial hospitals as well as industrial 
headquarters hospitals appropriate investments are to be made to fill the 
gaps relating to equipment, infrastructure, and other facilities. The 
district headquarters hospitals were also proposed to be upgraded to have 
a minimum of 300 beds. In terms of specialities, also, the ENT and 
oiaestfiesia units were proposed to be added to every district headquarter 
hospitals, so that each hospital is fiilly equipped with all the eight 
tifffftialitif ^ i 

(iii) It was proposed to establisb PHCs or dispensanes during 
19&5-^ itself in all mandals* which did not have medical facilities. 

(iv) The establishment of super specialities in all the teaching 
hospitals with the assistance ol institutional finances were also proposed. 

(v) In the field of Indian medicine to fulfill the requirements of 
Central Council of Indian Medicine and Homeopathy, provision was 
made for addiuonai departments. 

(vO The need 10 have legionalofiBoes was also fidt as there was 
no district head in die case of Indian Medicine Department 

(vu) It was proposed 10 piDvideoiie-al]opttticdifl|ieiisari€S in all 
mandals during the Plan period. 

(viiO To have a check on drags and 10 minimise spurious and 
substandafd drugs, which ate injurious to health, it was proposed to 
stiengifaen the drug control administration. 

(ix) In lenns of ratal health iKilities, the programme of 
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upgradation of all the existing priman' health centres into community 
beaiUi centres by providing 30 beds at each cenue was proposed. 

(x) Apart from expending facilities, in the IPM new activities like 
establishment of oresol production unit, regional public health referal 
laboratones, etc. is contemplated. 

(xO And, it was proposed to introduce health card system to cover 
all the school gomg chUdren. _ 

$A CoacliiiioD, 

The empirical analysis made in respect of health status generally 
lead to the following conclusions in both rural and urban areas of Andhra 
Piadesh. Death rates have declined over time, and mortality is 
comparatively lower in rural areas compared lo urban areas, even though 
health facilities are more in uiban areas, which may be attributejd to better 
nutiitioiial status. The nuiiitioiial status of die rural people seems to be 
higher due |o a variety of reasons like the consumption of inferior cereals 
which have greater nutritional value, low cost of living, low peaoeniage 
of non-food e3q|)enditare lo the total expenditure, and such reasons. 

Morbidity statistics show that there has been a decline in the 
incidence of sickness from die mid 1970s which is a weteome feature, in 
spiteof die iKidutt the level of morbidity has been high. Asregaids 
ruial-urtian differences, while mortality is tower, morbidity is higher in' 
fuial areas compared 10 ufban areas. Higlimorbulity in roral areas may 
be due 10 hK:k of adequate heahh facilities and also pertuqps due to non- 
utilisation of existiiig health facilities. OnUieodierhand,inuri)anareas, 
die incidence of sickness is k>wer due lo avaiUibility and effective 
utilization of health facilities. 

The analysis, relatuig to heahh facilides shows diat die estisting 
facilities are generally inadequate, while die ideal doctor-population ratio 
is 1:3500, it has been only 1:9568 in 1986. The ideal bed population 
ratio is 1:1000 while the bed population ratk> is 1:2046 in 1986. 
Nutritional status in generally considered an important determinant of 
healdi status. The quantity and quality of food we eat determines our 
nutritional status which in turn determines the health status. 
Under-nutrition and malnutntion arc ihc two important causes for 
mortality and morbidity. Available empirical analysis of nuiriuonal 
Status of the people of Andhra Pradesh during 1973-74 and 1977-78 
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indicties that iheie has been a general decline in the nub ilional status. 
Tbae seeins to be a strong lelatioaship between income and nutritional 
stains. In afanostaU the expendihvegnnips, the noiritiond stains 
QftinaieasiniDwerthantfaatintfaefurBlsras* Tlipfitfliniliemitritoial 
tans letaiing 10 nrban areas in much sleeper. 

The Uffgets of health for all by 2000 AD am as follows : 



Target to be 
Achieved 



4 


Giirth rate leduciion 






(per 1000 population) 


21 


2. 


Death rate reduction 






(p&r 1000 popuiauon) 


9 


3. 


Infant mortality reduction 






(per 1000 live biitte) 


60peroem 


4. 


Coupitis K> be pioiBcM under 






fipmfiyweline 


OOiriBreent 


5. 


Lifbexpeeiancy 

(U) be increased from 50 years) 


60 


6. 


Villages to be provided with 






protected water supply system 


2.3 lakhs 



The iuslaiBem of aB these goils itlaihig to health for aU by 20(to 
ADmay besaidfiobeafocmidaUetaak. However* the pmUem needs 
to bb tackled finxn seveial angles. Cuiative and preventive measures 
must be made adequately. We are all aware of die inadequacy of health 
foeilitieshiAiidhraPnRlesh. Therefore, efforts must be made to Increase 
the number of hospitals and dispensaries, particularly in the rural areas. 
The number of doctors has quite been limited in relauon to population. 
Hence the great need for increasing sc^ts in the medical courses and the 
establishment of new medical colleger particularly in rural areas. 
Hospital admmistrauon needs to be effectively overhauled to eliminate 
all scats of malpractices. Effective implementation of the family 
planning programme and nutrition programmes also go a long way in 
raising the health status of the people. No single measure or policy can 
3erve the overall purpose. What we need is a compiebeosive approach 
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so as to achieve a beuer health status of the people of Andhra Pradesh. 

In this coniexi, mere expansion of health facUiues may noi be sufficient. 
Expansion of health facilities should also take place in most inienor parts 
of the region. The pohcy of health has to be in terms of a general progress 
of ihe sociciy, which involves progress m life in general, along with 
incomes, reduction of poverty, gainful occupation of people, higher 
degree of literacy and awareness, and therefore, a greater sense of 
protection oo the pan of people i^gainst vulneiabiUty to disease and 
disocder. 
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APPENDIX— { 



EXPENDITURE ON HEALTH IN 
ANDHRA PRADESH 



Table- 1 indicaies expendiiuie on heaith in Andhra Pkadesh during 
1982-87 and figures do show an incieasing trend in expendiUiies on 
health. Table-2 gives a detailed account of non-plan and plan 
expeixlituie on medical, public health and famUy welfare during 1974-75 
to 198^-86. The per capita expenditure on health was only Rs. 7.01 in 
1974-75 and it has gradually risen to Rs. 27.92 by 1985^. Table 3 
presents capital expenditure on medical, health and family planning in 
Andhra Pradesh. The budgetary allocation under health sector during 
the 7d) Plan period (1985-90) has been Rs. 16420 laldis. Under die 
minimum needs programme, die financial outlays for different social 
dcvclopmcni programmes during seventh plan period (1985-90) have 
been as lollows. The outlay for mral health is Rs. 6739 lakhs, Rs. 
14,(XX).0() iLikh.N tor rural vvaLcr supply (suiLe secLor), Rs. 3,000 lakhs for 
environmeniai iniprovemeni of slum^; and Rs. 5,360 lakhs for nutrition. 

Tabiel 



Budget Provided and Expenditure on Natural Eradication 

Programme {Plan) 

Rs.inLakM 



Year 


Budget Provision 


Expenditure 


1982-83 


117.00 


122.63 


1983-84 


150.00 


153.08 


1984-85 


212.00 


213.89 


1985-86 


212.00 


272.38 


1986-87 


217.00 


388.54 



Sourct : Govt, of Andhn Pndtth 
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AFPENDJX—U 

MEASUREMENT OF 
NUTRITIONAL STATUS 



The issues of malnuiriiion« and economic poverty and deprivation 
in India are of greai importance both from the view point of alleviation of 
poverty and mdividual welfare, and the economic development of the 
nation Several economic variables like income, employment, 
productivity, pace of economic deveJopmeni, eic , determine the 
nutritional status of the people and they are in turn influenced by it. The 
level of poverty and the nutritional status of the people are also highly 
inienelaied. 

Undernutrition and malnumtion have been inhibiting the growth 
process in the developing counines. There is indeed a vicious circle 
present in these countries which results in enormous wastage of matenal 
and human resources. Economic poverty, through its damaging effects 
on nuintional intake, health standard, standard of education and skills, 
wondng and earning capacity, becomes the major cause of its 
peipettiatioo. Periodical assessment of nutritional status will be helpful 
from the point of view of fonnulaiing policies and impleinentation of 
effisctive measuies to enhance the nuiriiional standards of the people, 
particularly the vulnmble sections of the society like in&nts, pre-schoot 
t^hikben, piegnamafid laciating women, etc., and nudgaie poverty in the 
coonuy. 

The production of foo4grain$ per head and the per cental real 
income have been on the inciease in India in recent years. In addition 
the Ceane and State Gkivemmenis of India have been implementhig 
nutritional programmes from time to time to enhance the nutritional 
standards programmes of the people paiticuJariy the vulnerable groups 
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and other anti-povei^ pn^gnunmes. Consequently the nutiitiofial status 
of the people may be expected to have improved tfid poverty mitigaied. 
Against this background, an attempt has been made to measure die 
change in die nutritional status of die people in six stales in India in 
1973-74 compaieto that in 1961-62. As die conclusions of die analysis 
are broadly die same for all dieisiaies except Kenia, attention is paid to 
Andhca Ptadesh and Kerala only in this analysis. 

Objectives 

The objectives ol Uiis study are — 

(a) to examine changesin the nutritional status of the people and 
incidence of poverty in 1973-74 over 1961-62 ; 

(b) to see whether there has been a significant change in the 
nutritional status ol ihe low income groups ; 

(c) to throw light on inter-state variations and rural-urban 
differentials regarding consumption patterns in die above 
mentioned two states, and 

(d) toanalysethc c a uses for the identified change in the nuuiiional 

;sLiiu^ and puverly. 

Methodology and Data Base 

For the purpose of this study the dam, collected by the N.S.$. 
piganisation. have been used. The year 1961 -62 has been chosen as the 
base year, and 1973-74 as the latest year for comparison because the data 
pertaining to quantities of food items consumed are available for only 
these two years. Furdier we have been taken into account only die 
consumption of cereals as die basis for assessment of thenutfitional status 
of the people^ for the reason of the non-availability of data pertaining to 
quantities of non-cereal foods consumed. 

As die group-wise expendinue data are not comparable because of 
changes m price$ and cost of Uvmg, and as the indices of group cost of 
living are not available for deflating, die following procedure is adopted 
u> make groups comparable. In die first instance die cumulative 
percentage of households in' the expenditure groups are calcidaied. On 
the basi s of these percentages comparable expenditure groups wefeuaced 
oui w ith approAimaiely equal percenLage of households in the two years. 
And the same thing has been done for both the rural aiid urban areas. 
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Secondly, per capita per day intake of calones and nutrients in these 
comparable expenditure groups, both derived from the consumption of 
cereals have been calculated. The food items are convened into calorie 
and nutrient values by foliowing ttaecpDversion factOK of iHitacni values 
of 100 gnos. of ediUe portioo. 

Further, a composite index of nuiriuon has been calculated for the 
comparable expenditure groups by giving appropnate weights to calories 
and nutrients. The weights of the order of 0.26 for calones* 0.26 for 
proteins, and 0.08 for each of the other nutrient, have been given to arrive 
at the composite index of nutrition. Tables 1-4 present the change in the 
.nuirilional status of people of Andhra Pradesh in both the rural and urban 
areas duriog the perkxi of the study. Tables 5 and 6 give the data for 
Keiala. 



Ma^or Findings ui the Study 

1. The intake of both calories and proteins, have declined in all 

the comparable expenditure groups in both die rural and urban 
areas in Andhia Pradesh between 1961-^ and 1973-74. In 
Keiala we find an mciease in calories hitake in die lowest 
comparable groups in nual aieas, and in die first duee 
comparable groups from die booom in urban aieas. As 
regards protein intake, the first four comparable groups in 
rural areas and all the groups m urban areas have shown 
considerable increase. 

2. Nutritional status as measured by the composite index of 

nutrition showed that, the nutiitional status has considerably 
declined in both die rural and urban areas of Andhra Pradesh. 
On die odier hand, diere is substantial improvement in die 
first four compeiable groups in urban areas and in die lowest 
comparable groups in rural areas. 

3. The partially divergent trend in Kerala may be panly due to the 

significant subsutuuon of cereal substitutes for Rice in both 
Rural A^^eas and Urban Areas (Table 7 b). 

4. The percentage of populatkNi below die poverty line has 

Incnased bodi in Andhra Pradesh and Kerala, and bodi in 
rural and urban areas. 

r 
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5. The substaniiai decline in ihe real value of expenditure in all 
the comparable groups must be considered as a factor 
contributing to the rise in poverty (Tables 3 and 4). 

It may be concluded that periodical assessment of the nntritionil 
status of the people M vaiioua leveb thfoivb fodo-econonik Mveys of 
houseliokto wUl be of gnat use for plannen and polky aakBis. Such 
estimates need ID be taken as Ihe basis fofvarkwstiaiqpesai^ 
intended fbr the promotion of nutritional stains of the people* pa^ 
vuhienble i^oops. Si^^y and distribiition of foodgmina a 
prices should be undenaken. Ftiori^ should be given id ami-poveny 
programmea like employment, production, etc.. in which diepafticipatkxi 
.of the poor will be substantial. 
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Per capha per daj conattmptioB of cereals* sirani» cereal snbetitiilef 

Ajidhra Pradesh 



Items 



1 



Rural 



Ufbm 



1961-e2 1973-74 1961-62 1973-74 
2. 3. 4. 5. 



Rice & Wheal 

MiUets 

Gram 

Ccfcal Subsiituies 
Touil Cereals. Gram, 
Cereal substitutes 



0366 
a 199 
0.001 



0.358 
0.169 



0.382 
0.060 



0.S66 



0.527 



0.442 



0.398 
0.038 



0.436 



Table— 8 

Per capitu per day consumption of cereals, gram, and cereal substitutes 

in Kgs. 

Kemla 



Items 



Ruial 



Urban 



• 

1. 


1961-62 
2. 


1973-74 
3. 


1961-62 
4. 


1973-74 
5. 


Rice 6l Wheal 


0.330 


0.254 


0.335 


0.264 


Miileis 




0.002 






Gram 








10.001 


Cereal Substitutes 
Total Cereals, Gram, 

Cerea! Substitutes 


0.172 

0.502 


0.233 
0.489 


0.047 

0.382 


0.121 
0.386 
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FercfBtagc ol PopulatkNi Mow tlic poverty line 



Stale Rmt Uitwn 



1. 


1961-62 
2. 


1973-74 
3. 


1961-62 
4. 


1973-74 
5. 


Andhra Pradesh 


54 


58 


47 


48 


Kamataka 


40 


55 


36 


42 


Keiala 


48 


50 


36 


49 


Mahmshtia 


51 


53 


24 


32 


Orissa 


62 


69 


33 


43 


Tamil Nadu 


42 


59 


33 


52 



NS: The above estimales aie derived liy using all India poveny line of 

Rs. 17.00 and Rs. 20.00 for rural and urban areas per month in 1961-62 
prices and Rs, 49.09 for rural areas 56.64 for urban areas per month in 
1973-74 pnoes corresponding to minimuni daily lequiiement of 2400 per 
perwn in rural areas and 2100 calories in iifbaii anas. 

Source A Technical noie on ihe Sixth pian of India (1980-85) Planning 
Conunissioo Govemnieat of India. 
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SAMPLE SURVEY OF 
STERILIZATION CASES OF 
MASS STERILIZATION CAMP 



1. Introduction 

Visakhapainam distiici achieved the unique distinction of the 
hiphesi [XTceniage, i.e., 298.73 percent of the target for stcriiizaiion cases 
dunng April lo Oct. ber, 1986. Snkakulam distnct stood second with 
149.73 per cent. Vu 'chapainam distnci could achieve this success 
because of the mass sterilization camps organised in several of the district, 
seriousiy involving revenue social welfare, RTC, education. Health 
Senrice Clubs, Indusuialists and Local Self Government Oepaitments. 
The eiuke opeiation is led by the district collector. The purpose of this 
survey is to know the reaction of the public especially the beneficiaries of 
the programme. 

Mass slcrili/ation camps approach is not new to the Family 
Planning Programme in India. These camps were initially very 
successful in Kerala during the last decade. However, late/ they were 
abandoned because of the adverse reaction from the public. The cunem 
thinking in th'* counu^ seems to be in terms of reducing the emphasis on 
fertility conu'ol and also strengthen the human resource development. 
Regaiding Family Planning, the Seventh Five Year Flan indicates that it 
aims at promoting * 'Family Planning on a voluntary basis as a people's 
movement** The Seventh Plan Family Planing taiget is lo increase 
, effective couple protection rale from 32 percent in April, 1985 to 42 per 
cent by March 1990. This target is sought lo be attained by performing 
31 million sterilizations and by inserting 21.25 million lUDs during the 
Seventh Plan period. The approach proposed is emphasis on *'camp 
approach** and ''incentives scheme** 
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2. Man SlerilltatkNi Camp PlftB-PreparatkNi mmd ExecvlkNi 

The District Collector of Visakhapatnam has prepared the acuon 
plan in consultation with Medical Officers, Revenue officials, social 
welfare officials, RTC officials, Voluntacy Agencies, Public and Private 
sector undcffiakings, etc. Resources from Govenunent and 
non-Govemnieiiial Agencies were pooled for giving a package (tf 
incentives to attract eligible couples to the caropsl The time schedule for 
the samples originally planned fipom June to August, 1986. Diit die 
pBogramne.was made possible only tan September 1» 19S6 and was 
continued upio October, 1986. Wide publicity was given to die 
programme duough Radio and Newspapers and through information and 
public relations, N.S.S.. Volumecis. and Youdi Clubs in Nehru Yuvak 
Keacfras. 

In Visakhapatnam District, a total of nineteen camps were 
organised. Eachcamp washeaded by acampofficerand 3 lo7 Assistant 
Camp QSkeis were nomtnaied for each canq>. A total of 19 camps were 
planned in urban areas, and 7 in rural areas. In Visakhapatnam city itself 
6camp$ were organised. 

The most important part of the scheme was the incentives for the 
acceptors. The incentives committee is chaired by die Deputy Director 
of Social Welfiue. The members of die Committee were representatives 
of District Rural Developmem Agency. Andhra Piadesh Suue Housing 
Cdrporaiion, Scheduled Doles CorpiMration and die District Supply 
Officer. The type of incentives proposed were preference in allocation 
of house sites, priority in die alk>tment of houses to weaker sections, 
priority in the sanction of kMUis of District Rural Developmem Agency 
and Scheduled Castes Cotporatmn, and issue of green cards for eligible 
acceptors. Apait tan Janata Sarees and Dhocies, daily lottery at each 
camp, bumper lotteries of district level were arranged. 

3. Objectives, Metiiodoiogy and Data Colkction 

Generally, follow-up surveys are aimed ai ihe objective of obtaining 
the views of Family Planning acceptors about the benefit or short-falls of 
the programme. Apart from the two importani objectives, the survey 
also aims at obtaining the information about the age occupation, family 
size, income, education, religion, caste, place of birth.ageatmairiage and 
reasons for acceptance of the beneficiaries. The Survey was conducted 
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two months afia- the mass sterilization camp was closed i.e. in the month 
of January, 1987. Our investigators have canvassed a two page brief 
schedule among the beneficiaries and thus collected relevant data. 

5* ThcAnal^ 

4.1 Of die smple accqxois of 115,112 97.4 %) accepiors are 
HiiNliisaiid3(2.6%)aitMii9liiiisaixlt^ Ofthetoial 
ll-Sacceptocs, 19 (16.5%)Lareforwaid caste people. 21 (18.3%) are SCs, 
3 (2.6%) ave S.Ts. 42 (36.5%) belongs lo Backward Class group A. 14 
(12.2%) belong to B.C. group B, and 16 (13.9%) belong to B.C. group D. 
There is no representation of B.C. C category. Thus the vast majority, 
i.e., 83.5 per cent of the acceptors belong to sotialiy disadvantaged 
secuons of the society. 

Of the total 115 sample acceptors of 58 (50J%) are born in 
Visakhapatnam, 23 (20%) are bom elsewhere in the VisaUOpatnam 
dislrict and migiaied to Visakhapatnam. 31 (27%) are bom in die 
neighbouriiig districts and migrated to the city, 1 (0.8%) is bom in other 
districts of Andhra Pradesh and migrated to the city. 2 (1.7%) are bom in 
other Staici, and migrated lo Uie city. Thus, oi 115, 57 (49.5%) arc 
migrants to the city. 

Regarding the age-distribution of the acceptors 91.4 per cent of 
females, 86 per cent of males belong to the Hge group of 19-33. 51 .3 
per cent of females and 46 per cent of males belong to the age groups of 
24-28. As there is no male case in the age group of 14-18, but there is a 
sample Icmaic ca^c in that age group. 

Again^ of the total 115 acceptors, 17 (14.8%) have jobs, 23 (20%) 
are self-employed persons, 1 1 (9.6%) are petty traders, 3 (2.6%) are 
professional (Washermen and Barbers), 8 (6.9%) are rickshaw or aulo 
drivers, 47 (40.9%) are daily wage labourers, 6 (5.2%) belong to odier 
^ oouipational groups. Thus, major proportion of accepiofs i.e. 40.9% are 
poor daily wage eamers. 

Income distribution of the acceptors is quite interesting. Of the 
total acceptors of 1 15, 24 (20.8%) have incomes less than Rs. 300 per 
monUi, 78 (67.8%) have incomes between Rs. 301 aiid 500. There are 
only 13(1 1.4%) whose incomes are more than Rs. 501. Thus, 89 per 
cent of Uic acceptors are economically weaker sections of the society 
whose annual income is less dian Rs. 6,0^)0. 
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Of the sterilized females, 20.9 per cent got mamed at the age of 
10-14 years, 53 per cent ai the age of 15-18 years, 20 per cent at the age 
of 1 9-22 years, 6. 1 per cent at the age of 23- 26. Of the stenlised males, 
0.8% mamed at the age of 10-14 years, 12.2% at the age of 15-18 years, 
33 per cent at the age of 19-22 years, 35.7 per cent at the age of 23-26 
years, 15.7 per cent at the age of 27-30 years, and 2.6 per cent at the age 
of 27-30 years. Thus of the sterilized females 83 per cent got married in 
the age group of 15-22 years, and 45.2 per oeni of males goi roamed in 
that age group. 51.4 per cent of males goc married in ihe age group ol 
23-30 yean. 

Our questionnaire contained a question on the number of hving 
children at the limc of stenli7i»f?on. Our survey reveals thai there are 4 
(3.5%) cases have only one child, 55 (47.8% ) cases have two children, 36 
(3 1 .4%) ctos have three children, 15 (13%) cases have four children, 4 
(3 5%) cases have five children, and there is only one case, which has six 
children. Thus, 82.7% of the households have less than three children 
and 1 7.3% have more than three children. Of the female sierilization 
cases 74.8 per cent and 60.9 per cent of males are illiterates. 8.7 per cent 
of females and 19. 1 per cent of males have primary education. 16.5 per 
cent of females and 18.3 per cem of males have secondary achbol 
education. 

Our questionnaire contains a question on the particulars of the 
promoters. In our sample , maximum number, i.tf., 4 1 (35.7%) promoiers 
are leacheis, 36 cases (3 1 .3%) have decided themselves 20 per cent cases 
were promoted by A.N.M.S., 6.1 per cent cases promoted by Mahila 
Mahdals, 3.5 percent cases promoted by their relatives, 1.7 per cent cases 
promoted by friends. Thus, teachers, seem to be having a greater say in 
convincing economically poor people lo deal with the issue of family 
planning. 

The secret of die success of the mass sterilization camps seems to 
be the unprecedenied expectations of these poor families in terms of 
benefns like houses, house sitesand loans. . Of the total 1 1 5 sample cases, 
1 13 cases (98.3%) have to expecuition of house sites, houses and loans, 
and only 2 cases (1 .7%) accepted because of free transport facility. The 
majority of die cases were influenced by th^ propaganda. Most people 
acceptecltli^ \ -'^gramme because of the general belief that there would be 
a better care in the camps. But none of our sample acceptors got any 
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additional benefii other than die usual fuiancial incentive of Rs. 145 plus 
sari and dhoti. 

The investigators had a dUiicuU lime to gel information from the 
acceptor household because, the accepiors were very cijiucai of the whole 
programme and complained lhai they did noi gel additional benefit 
Added lo ihat, 33.8 per cent of the respondents reported complications 
after the operation. 22.6 per cent of the sterilized cases reported pain in 
the abdomen, 43% of the cases reported discomfort, 1.7 per cent reported 
obesity, and 5.2 percent of thecasesreported other complications. Thus, 
a remarkable number of the acoqMs (33.8%) have some complication 
or the other, and complained that not even a single representative of the 
Government enquired abottt their welfare ate the sierilizaticn. Ih^te 
of the provision in the programme for a follow-up of the sterilization 
cases, it seems that such a follow-up was not done. 

Conclusions and Pdlicy Implications 

Probably for the first lime, in Visakhapatnam district, in particular, 
and in Andhra Pradesh in general, so many Govemmeni and 
Non-govcmmcni organisaiions and other personnel were involved m a 
family planning programme. The success of the programme depended 
on the pruiniscs of economic bcnclus from hanlcs, deparlmenis of social 
welfare, revenue, municipality, etc. Also, the propaganda regarding the 
incentives and economic benefits were so convincing thai these poor 
families believed that they would gel benefits, particularly, house sites if 
they gel operated. Also, the acceptors were in noed^of the facihties of 
transport, and better post-operative care in the hospital. 

Thus, ii IS to be pK)iiued out that most programmes of this kind have 
been based on promises which cannoi be kept for various reasons. What 
is needed is genuine motivation in the backward society, and not mere 
propaganda. The present situation is that in most parts of the region, 
people are not only disillusioned but Have become averse to the very idea 
of taigei oriented family pUmning, which sets the clock on the revecse. 
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D£V£LOPMENT OF HEALTH 
SERVICES THROUGH PRIMARY 
HEALTH CARE APPROACH 



About 525 million people (76.6%) live in the runi aieas (19B1 
census) having inadequaic health and medical care faciliiics, Tbislaige 
population is scaneied over 5.76 lakhs viHages. Chikhen in the 
Age-group 0-14 years constitute about 39%of the touil population. Only 

30% of the people in ruraJ areas are able to read and write. Poverty 
prevails widely in ihe coiuiiry-side. The per capita income at 1970-71 
price levels was only Rs. 712 during the year 1982-«3. Only 38% of the 
total population constitutes the working force, with conse<|uent higher 
dependency ratio. Using calorie consumption as a cnienon 37% of the 
lOtai population iive below the poverty line. In the rural areas people 
live in KUCHCHA houses with poor environmental sanitation, and proper 
housing facilities ate non-exisieni for a iar^ population. 

A good deal of imbalaiK:^ between rural and urban areas in the 
provision of medical care services has ocxurred. In 1984 there were 
1 ,894 hospitals in the niraJ areas as against 5.287 in the urban areas and 
the beds provided were m the ratio of about 1.6. 

With such a low per ciipiLa income, high level of illiteracy and scron 
ethnic and linguistic bonds, ii ha^ been a challenge to the Central and State 
Governments to improve the leveioflivmg of rural people. The National 
plans have been directed towards raising the people from the morass of 
economic and social bacitwardness and lo this end various policy 
measures have been taken. One of the directive principles of the 
Constitution is that the Suite shall regard the raising of the level of 
nutrition and standard of living of iis people and impiovenient of public 
health among its priority duties. 
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Although during the early post-independence period emphasis was 

more on provision of incrL^scd medical care of facilities, the government 
realised the need to pay equal attention to preventive, promotive and 
public heaiih aspecLs of health care. The shift in emphasis has been 
evolved over successive Five- Year Plan periods. 

HISTORICAL DEVELOPMENT 

Developmentof healUi servicesin India through primary health care 
approach siaiied with the recommendations and guidance provided by the 
Health Survey and Development Committee (Bhore Commiuee) in 1946. 
The Commitiee made a complete survey of health conditions and took 
stock of the then existing facilities. Their recommendations constituted 
the beginning of modem health planning in India, 

Bhore Committee (1946) 

Having realised the immediate and urgent need for a network of 
rural health services, the Committee recommended the esiablishmeni of 
primary health centfes at the rate of one centre for 10,0(X) to 20,000 
population in the long term perspective, and one centre for 40»000 
population in the short term perspective. Lack of resources prevented 
reaching the shortierm goal even in 1985. However the Committee gave 
impetus lo their esUiblishment. The first imegraied all round rural 
development progranune was launched in tlie country in October, 1952. 

It was proposed to establish one primary health cenue (PHC) for 
each community development block. At that time the operational 
responsibilities of the PHC were to cover medical care, control of 
communicable diseases, maternal and child health, nutrition, health 
education, school health, «nvironmcnial sanitation and collectkm vital 
suitistics. Every PHC haS three sub-centres, each having a trained 
midwife for providing MCH services. 

Mudaluir Committee (1959-61) 

The Health Survey and Planning Committee CM udaliar Committee) 
recommendc<1 mict^raiion of curative and preventive services, 
upgradation ot existing primary health ccnu'cs by stages to reach for the 
recommended pattem of the Bhore Committee and an increase in medical 
coverage of the rural populace through mobile health units visiting them 
from district and uiluk headquarters. 
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Miiklwrjce CooinitUc (19M) 

A special committee appointed by the Government of India ^nder 

Shn B. Miikherjec in 1964 recommended further expansion of faciUiies 
with the addition of a rural family planning centre at each primary health 
centre, one sub-centre for 10,000 population manned by a trained ANM, 
and one LHV to supervise and guide the work of four sub-centres. One 
more Medical Officer and suppofting staff at PHC was also 
recommended. . 

The Government rtiadc greai efforts to expand the health service on 
the lines indicated by the Mukherjee CommiLiee during the Fourth Plan. 
Another i mportani development after the Bhore Committee was an all-out 
effort 10 eradicate or control major killing and debiliiaung diseases. 
Special programmes were undertaken to tackle such diseases. 

A study undertaken by the National Institute of Health 
Administration and Education lo as sess the extent of utilisation of various 
resources in a district health sei up and to suggest changes to optimise the 
use of health resources, indicated that introduction of the multi-purpose 
health workers 10 implement the programme would he more appropriate 
and effective. 

Kartar Singli Committee (1974) 

This Commiuee leinforced the concept Ot miilti-piirpose woftoers 
(MPW) as desirable and feasible and recommended that for pfoviding 
integrated health and family welfaie services in the ruial areas, the same 

should be implemented in a phased manner. The Committee also felt 

thai inLcgraiJon should noi only be at the peripheral level but should also 
extend Lo TEHSIL, disiricL and state levels. A policy decision w as taken 
by Lhc Govcmrncni of India in 1975 that ail uni-purpose programmes be 
integrated under tl\e MFW Scheme. 

Shrivastava Committee (1975) 

Duringtheyear 1975,anoiiier committee on Medical Edu^^ 
Support Manpower (Shrivastava Committee) was appointed. 

to devise a suitable curriculum for uaining a cadre of Health 
Assistants conversant with basic med'cal aid, preventive and 
nutritional services, family welfare and maternity and child 
welfaie activities so that they can serve asa link between the 
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q:.alifi«l medical piactitkftm and muliliNiiposes wofken, 
ihusioh ing an effective team 10 de&wbealihcaR^Cunily 

welfiffe and nutritionat services to the people. 

The committoe recommended the creation of band of pani- 
professional or semi professional health workers firam die community 
itself to provide simple, promotive, pieventive and cuntive Iwaliii cave 
needed by the community. 

ALMAATA DECLARATION (1978) 

In the Intemational Conference on Primary HeaHh Care« jomtly 

organised by the WHO and UNICEF in Almaata. USSR in September, 
1978, fundan-icntal principles of health development were enuncjated and 
a declarauon was made. This declaiaaon endorsed the earlier resoluuon 
of Ihe (30th World Health Assembly, 1977) thaia minimum level of healih 
for all the citizens of the worid would be attained by the year 2000 AD 
thai would pcrmii them lo lead an economically productive and socially 
useful life. This is popularly known as Health lor All (HFA) and ii is to 
be achievod through primary health care approach in a spirit of social 
justice and as a part of overall development. Development of health is 
to be based on se'f-deiermination and self-reliance in health on the put 
of die individual, le community and the nation. There should be more 
equitable distribution of health lesouices, widi preferential allocation of 
resources ID diose in greatest social need. The healdi care system shouU 
adequately cover the populatioa The emphasis should be on preventive 
and promotive aspects well integrated with curative, and rehabilitative 
and<envifoninental measures. There is a need for social orientation of all 
categories of healdi workers to serve the people properly. 

Health care canna be achieved by healdi sector alone. It can be 
and indeed shotild be attained dmmgb snong natkmal political 
oommiunent, and in cooidinatkm with efforts simultaneously made by 

other sector of social and economic development, beside healdi. 

Devclopmcni is an iniegratol efloriiind hcakh care dcvclopmenidraw lis 
sustenance from the development of other areas Therefore, the ^^ealth 
pohcy and strategy have to be a pan of overall developmeniai policies and 
goals. 

NATIONAL HEALTH POLICY (1983) 

AldKMigb die national healdi policy in India was framed and 
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announoed only during 1982-^ the policy fiamework and Ihesnaiegies 
for healdi care were provided over the post ihree decades mainly by the 
foUowing impoitant policy making organs the Constitiition of India, the 

Nauondl Development Council (NDQ, the Planning Commission and 
several advisory bodies and consultauve committees. Ministry of 
Health and Family Welfare and the legislature. The National Health 
Policy of India was adopted by Parliament in 1983. This policy 
document has dealt with the urgent problems requiring attention, the 
progress achieved so far, the exisung picture, and what is required to be 
done. It has also pf^vided specific indicators for the achievement of 
certain basic health and family wellare goals (Table 1) : 

HEALTH SERVICES ORGANISAtiON AND 
INFRASTRUCTURE 

The couniry is divided into 22 major snies and 9 smaUer imion 

terriiories, which in turn are divided into administrative districts. At 
presem, there are 431 disuicts. Each district is divided into Sub-disincts 
or taluka, under which are situated the community development Mocks. 
There are about 6.000 conununity developroem bloclu in die country. 

Over the past three decades, health services infrastructure and 
health care facilities have been expanded considerably (Table 2). It is 

aimed lo lurther improve the [aciliues as noted below. 

Facilities at villnge tevd 

For about ! 000 population in a village, diere wit! be one health guide 
and one trained DAI or traditional biith attendant (TBA) both of whom 
will be selected fitom die commiinity. They will be mined ai die level 
of PHC and sub-cenire. These two village level functionaries are lo 
receive technical support and conthiuing education from the 
multi-purpose health workers (nude and female) posted ai die suti-oemre. 
Odier administrative control and superviskm shouM kleally be earned out 
by Uie village healdi commiuee or village panchayai. 

Facilities at Svb-centre level 

The most peripheral health institutional facility will be at the i 
Sub-Centre, manned by one male and one female multi-puipose health^ 
wofkers. At present, in most places diere is one sub-centres over 10,000 
population. It is however, aimed to have one sulxeniiie per 5,000 
pofxUation (3000 populatkm in hilly and desert areas and difficult icrraiii 
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by ihe end of Seventh Plan i.e. 1990. To daic about 83,000 sub-centres 
(boch on old and new pauerns) have been esublished. 

Faculties at PHC level 

At present in each block theie is one PHC, wliicii coven 1 jOO,000 
or moie population by tlie year 1990 one PHC is envisaged for every 
30.000 population. Many nnal dispensaiies aie being upgraded id 
subsidiary health centre or the new PHCs. Each new PHC will have one 
Medical Officer, one block extension educator (BEE) two health 
assistants • one mide and one female and health workers and other 
!»upporii ng suiff. To dale there are about 1 1 ,000 PHCs (both old and new 
combined). 

Facililics at connunlty health centre 

For a successful primary health care pfogmmme, effective referral 
support is necessary. It is envisaged that one community health centre 
(CHC) lor every 1 ,00,000 population, will provide all specialist services. 
Community health ccnuc will be esuiblished by upgrading 
sub-districi/Taluka hospiiaJs and some of the bkick level PRCs. For 
suenghiening pieveniive and promotive aspecttt of health care, a new 
non-medical post called community health officer (CHO) will be 
provided at each CHC. 

Facilities at district level 

District health organisaiion is to be appropriately strengthened lo 
cater to the needs of the expanding rural heaiih and family welfare 
programmes. Not only the planningand implementation and monitoring 
of health and family welfare programmes arc to be carried out at the 
distfict level (Preferably on a doccniraliscd basis) all the referral services 
from the periphery i^e. PHC community healdi ccnircs, mluk hospitals arc 
U) be auendod to satisfactory. 

The Primary contact care will be provided by the health 
functionaries at the viUsige level and by the multi-purpose workers at the 
sub-centie level. The cases needing fuither help will be dealt with at tlie 
PHC, and those needing refenal support by the specialists wouki be 
lefened to community health medical college/specialised hospitals 
respectively. 
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CONCEPT OF PRIMARY HEALTH CARE 

The concept and dimension of primary health care and also Lhose 
of heaJLh were clearly define^i aiLl>e micmauonal conference hcldai Alma 
Ata in 1 978 Health development should be considered as an integral paa 
ot sociai and economic development. 

Dimensions uf health 

(1) HeaUh is defined as a sate of coiiipleie physical, 

social well-being and not meiely an absence of disease or 
infinnily. 

(2) Health is also a fundamental human right and therefore the 
uiiainmcni ol the highest level of health is a most imponani 
!»ocial goal. 

(3) Achievement of health requites coordinated efibrts ef social 
economic sectors, besides the health sector. 

Concept oi Pr.mary health care 

Primary health caie has the following characteristics : 

1. li is an essential health care which is lo be based on practical, 

scieniifically sound and socially acceptable methods and 
technology. 

2. Ii should be rendered universally accessible to the individuals 

and the familiiics in the commimiiy through their full 
participation. 

3. Us ijv;nlabiliiy should be ai a cosi which ihe community and ihe 

cuunuy can afford to maintam at every stage of theu- 
dcvelopmcni in a spirit of self-reliance and self- devdopmenu 

Primary health care, an imegnil part of the country's health sysnem 
should be a c*cntra) function and the main agent for delivering health care. 

It IS ihc lirs! level pi coniaci of the individual the family and the 
communii) wiih the national health system bringing health care nearer.to 
pc4}plc. This should get full support in the toliowing areas from the resi 
of the health system. 

(a) consultation on health problems 

(b) referral ol piiucnts to local or oLhcr specialised institutions 

(c) supportive supervision and guidance ; and 
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(d) logistic support and supplies. 

ESSENTIAL COMPONENTS OF PRIMARY HEALTH CARE 

For dfective primafy heahh caie the following essential 
components ate io be implemented in an iniegrated manner. 

(1) Education of the people about prevailing health piol>lem$ and 
methods of preventing and contiQUing them. 

(2) Pvomotion of food supply and proper nutrition. 

(3) Adequate supply of safe water and basic sanitauon. 

(4) Maternal and child health caie and family planning. 

(5) Immunisation against major infectious diseases. 

(6) Prevention and controi of locally endemic diseases. 

(7) Appropriate treawient of common diseases and injuries, 
(li) Provision of essential drugs. 

SUPPORTIVE ACTIVITIES FOR PRIMARY HEALTH CARE 

For successful implementation of the essential components of 
primary health care. 

WHO has identil'ied supportive activities which are given below : 

( 1 ) Community involvement and participation. 

(2) Intra and inier-secioral co-ordination. 

(3) Piovision of effective referral support 

(4) Development and mobilization of lesouces. 

(5) Involvement of managerial process. 

(6) Medical and health services research. Including innovative 
approaches. 

(7) Dc vclopmcni and appiicauon of appropriate technology. 

(8) Health manpower development. 

MAJOR PROBLEMS AND CONSTRAINTS IN THE HEALTH 
AND FAMILY WELFARE 

Based on the existing reports and studies, ceitain major health 

problems can be broadly, categorised. These pcnain to health, malcmal 
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and child health and fiamily planning and operaiional aspects. These 
three aspects are discussed in detail below. 

Health aspects 

(1) The incidence of communicable and vectorbofnc disease such 
as tuberculosis (IB) malaria, filaria, leprosy, poliomyelitis* 
temnus , ett- , and other pfevemabic diseases is still hi|^. In 
1983 about 2.02 million cases of malaria were recorded ; 
about 1.5 per oem of the total popiilatiaa tie estimated 10 be 
suffering from active TB of lungs. 

(2) Widely prevalent malnuu-ition and under-nuthtion pertain to 
proicm-caionc deficiencies, viiamin-A and iodine 

deficiencies, and nuu*itional anaemia. 

(3) Safe and potable water is available only to a small proportiaa 
of population. There are about XMMO problem villages 
which do not have potable drinkiiig water. Many of the 
waierbome diseases prevalent in the country are preventable; 
buithe imponanoe of the use of pure and safe water as well 
as of personal hygiene are not properly appreciaied. 

(4) Environmental sanitation, particularly in rural area:* and urban 
slums, is very poor. Less than 1 0% of the population in rural 
areas have proper saniiaiion facilities. Airangements for 
proper disposal of human and animal wastes, sewage and 
suilage etc. are largely lacking. 

(5) Many health proMems have their roots in various aspects of 
community life, and these cannot be effectively managed by 
medical or health inierveniions alone. 

Maternal and child health and family planning aspecus. 

(1) Maternal and infant ntormliiy rates are still high. Matcnml 
mortality is presently 4 to S per 1000 live births and infant 
mortality rate was 105 per 1000 live births in 1982. About 
SO to 60 per cent of infant deaths occurs during the neo natal 
period (0-28) days). Somcof the important causesof maternal 
moruility arc sepsis haemorrhage, toxacmic, illegal abortion, 
malnuu'ition and repeated child births. The imporumt 
causes of deaths among infants and young children are 
prematuri ly , icianus neonatorum, diarrhoea, malnutrition and 
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fesplniory infections. Several factors, such as inadequaie 
care of mothers at liric, fKwr maienial health, lack of fcf^^ 
services etc. comribme to this mortality. 

(2) NuLTiuon deficiency stales arc particularly noticeable among 
pregnant mothers, and among infants and children. 
Malnutrition is the causative factor m 7% of the deaths in the 
age group of 0 lo 5 years, and in yei another 46% iicontnbutes 
in association with other lactors. 

(3) The peicentafle of piegnantmoiheis receiving ante-natal caie 
is only about 50% of the total, situation in rural areas is much 
worse ; about 80% pregnant women are being delivered by 
untfained persons. 

(4) Crude birth rate is still quite high (33.8/ 1(X)0 pupuiaiionj. The 
effective couple protection was 33% m 1985. If the hirth 
rate is to be reduced to 21% per ICXX) |x)pulaiion and the net 
reproduction rate of unity (NRR- 1) is to oe achieved by 2(XX) 
AD about 60% of the eligible couples have to be effectively 
protected. 

(5) Ofthe33%proteciedcouples»28%haveaccepted8ierilisatiQn 
and only about 5% have used spacing methods. Among the 
acceptors of sterilisation, about 80% had 3 or more living 
children. Obviously, therefore to achieve appreciable 

demographic impact more attention is to be paid low parity 
coupler needing spacing meihod^. 

Opemtkmal aspects 

(1 ) While about 78% of the population reside in rural areas, aboi 
80% of medical and health care facilities are located in urbaii 
arcas. Poor communication facilities and lack of transport 
for health personnel in rural areas add further to the problem. 

(2) Outreach and utilisation of services in rural areas are limited. 

Health services arc not accessible in rural areas. A large 
percentage ul deaths lake place unattended by any qualified 
dcKior. 

(3) Health education and awareness of its importance among rural 
people is woefully meagre which results in under-utiiisation 
of services. Illiieracy and superstitions cut across clToits to 
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communicaie with the community in health and related 

maacrs. 

(4) IniegnteddevcioiNiieniisyeiioiakeiooisintliecoimt^^ 

(5) Infinsinictiiro development is still inadequate with low doctor 
and healtli wofker population fado. Some categories of 
health functionaries like MPWs (maleand female)afe in shoA 

supply. 

(6) The per capiia (public sector) expenditure on health (medical 
and public) health dimng 1981-82 was hardly Rs. 28 
annually. Even these limited resources, made available lo 
the healUi sector aie lafgely spent on urban curative services. 

(7) Plans are drawn up and implemented by health planners and 
programme adminisiraiors without the community being 
involved at any stage of. the programme. The community 
never has the feeling that its participation is the most 
imponant component of the programme. As a result there 
is warn of self-reliance on the pari of the community. 

(8) inadequate and often inappropriate u^ning of health 
personnel of ail categories, couples with lack of supportive 
and total absence of continuing education have made the 
delivery system laigely ineffective. 

(9) Lack of mam^gerial skills among healUi professkmals has 
contributed to poor healdi care services in the rural areas. 

(10) Majoriiy ol the professionals who participate in the execution 
of health programmes have little appreciation of preventive 
and promotive aspects of health. 

APPROACHES FOR IMPLEMENTING DIFFERENT 
COMPONENTS OK PRIMARY HEALTH CARE 

Education about heald). 

People living in rural aieas and urban slums* do not generally have 
knowledge about health matters. Traditions, superstitions, illiteracy and 
economic, backwardness prevent even imitation of progressive health 
practices. They should be educated about health problems in th6 
community the need for promotion and maintenance of health the 
avaihd)le resources and how and when to utilise them. There is an urgent 



Digitized by Google 



APPENDIX T- IV 



185 



need to step up health education activities through media of mass 
communicaiion. Funciionaries of other departments such as education, 
agriculture, PANCHAYATS etc., can supplement the efforts 
significantly. Health education in schools and adult education sessions 
should incorpoiaie various health problems and their remedial me^ures. 

PromotioD of food supply and proper nutrition. 

People should be educated about the importance of food value and 
food hygiene, in view of the wide eMeni of malnutrition exisung among 
them. Malnutrition among infants and children can be prevenicd by 
sound lecding practices, including breast feeding and utilising 
supplemeniar> numuon. Moderaiely and severely malnourished groups 
should be given special attention. Mothers need to be imparted health 
education on these aspects. 

People should be encouraged to grow with their own effons foods 
such as vegetables, fruits, cereals, pulses, etc., in kitchen gardens and 

through co-opcrauves or other meihcnls. Income-generating scheme 
should be initialed and fully uulised. 

IplBT sedoial co-ordination and linkages with the funciionaries of 
other departments can play a significant role in all these activities -and 
programmes. 

Supply of safe water and basic sanltatioii measures. 

Many health problems have their roots in living condiuons of ihc 
community. Supply of safe water and ba.sie saniuiiion measures are most 
importani for living in health. Thecommuniiy should be educated about 
the use of pure and safe water as well as personal hygienes. Systematic 
survey should be made to identify sources of safe water and carry out tests 
and analysis of the same. ReguUir purification of water through 
chlorination cu:., should he arranged. 

The setting up of household and community laU"incs should be 
encourageil and arrangemenis should be made for collection and disposal 
of human and animal wastes. Construction of composing facilities, 
soakage pus and use of some of waste resources would be helpful. In all 
these aspects co-operation of there sectors such as works and housing rural 
development engineering department, villi^e industries agriculture, 
education eu:., would be most vital. 
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Mttternal and child healUi care and family planning 

Maternal caie : The problemsof maternal morbidity andmonality 
aie serious enough to need special attention. Anti-natal registration and 
care should cover al 1 pregnant mothers. The deliveries should take place 

either ai home or in institutions with the help of trained dais or female 
mula-pufpose workers. All pregnant mothers must receive necessary 
doses of tetanus toxoid, and also u^on and folic acid supplement for 
numuonal anaemia. 

Infant caie: High infiuit mortality and its attendant causes pose a 
challenge to public health peraonael. The health functionaries, namely the 
dais, the female health workers and health assistants need to be trained in 

peri-naial and neo-natal care lo tackle this imponani problem. 

During the post natal period, educational efforts should befUiected 
to promote growth monitoring, sound wetning piactioes and 
immunisation of children. Theorganisadon of refenal system should be 
streitgdiened 

« 

Care of young children : For promoting health care of ch ikbtn aged 
0-5 years i.e., the pre*school chiklren two types of intervention 
' programmes would be needed; (a) prevention and treatment of 
malnutfition and (b) reduction of mortality due to diarrhoea, respiiaiory 
infections, and other infections preventable by Immunization. 
Mabiuirition predisposes children lo infection, the morbidity rates being 
three times higher in malnourished children. 

The strategies for reduction of prevalence rate of malnutrition in 
pre^school children woukl be (a) to provide nutrition education to 
mothers, (b) to detect cases of malnutrition and to grade them, (c) to 
rehabilitate grades I and 11 by supplementary feeding from home 
resources, (d) supplementary feeding of grade III cases at sub-cenu«s 
and (e) referral of grade III cases with diarrhoea or infection to secondary 

level of care. 

The suategies for reduction in infant mortality due to diarrheal 
diseases' and respiratory infections would be : 

(a) 10 educate the mothers how to prevent and ircxu diarrheal aiKl 

respiratory diseases. 

(b) to train the health functionaries about how to recognize atKl 
treat these disorders and to judge which patients would need 
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reCemi to higher levels ol heahh services. 

(c) 10 create facilities for secondtauy level cm of fc^^ 
and 

(d) to provide drugs ORs and other supportive measures. 

ChildfCfi under one year of age must be Inununiaed against 
uiberculoais, poliomyelitis, diphtheria, whoopmg cough and measles 
(wherever feasible). 

Family Planning : Because ofhigh level of fertility and the relatively 
Urged proportion of people opting lor terminal methods, the programme 
needs lo pay more auoniion lo younger couples with low parity for 
adoption of aipacing methods. 

Acceptance and continued use ol coniraccpiivcs can be sustained 
by eftectivc communication mouvaiion and regular counselling, and 
unprovemeni,in the quality of service. 

Immunization Mgainst nugor infectious diseases 

Immunization of children should be organised In a systematic 
manner. In some endemic^ areas immunization against cholen and 
typhoid has also to be considered. Educational activities provision of 
seivicesand follow up supportandcare should beensured. Co-operation 
from other seciors, such as education, social and women's welfare 
depanmenis^panchayaiand voluntary organisations would be rewarding. 

Prevention and control of locally endemic diicaaef 

Several public health programmes have been tn operation on a 
national scale to eradicate diseases such as, malaria, tuberculosis, leprosy, 
filana goitre and blindness. 

National malaria eradication programme (NMEP) Malaria still 
conimLics U) be a public health hazard. Stress had been bid on regular 
lorinightly surveillance ol lever cases through multi-purpose workers 
surveillance workers in all malaria prone areas of the couniry. 
Inseciicidal spray in areas recording more than 2 cases per thousand per 
year is envisaged. Laboratory services have been decentralised at PHC 
lor prompt examination of blood smears and institution of immediate 
treatment 
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National Leprosy eradication programme: Leprosy is a heaJih and 
social probicm, with 4 million estimated cases, one-fifth of them among 
children. The States of Andhra Pradesh, Tamil Nadu, Onssa, West 
Bengal and Maharashtra contribute 60 per cent of the total cases in India. 
The laiiget is to anesi the disease in aU the iuiown le|m^ IMKta 
iiimof thecemmy. 

New anli-leprosy drugs have been developed m recent years. 
Muiu-drug ireauneni can produce camptete cure within a period of 2 lo 
3 years when given in a proper combination. During the Seventh Plan 
period the target is lo arrest that disease in 60% of the total known cases. 
And 76 highly endemic districts for leprosy will be covered under multi* 
drug icgimen. Health education will be intensified. The progiess of 
the prognunmc will be monitored by a high-poweied board every six 
months at the national level. 

National T.B. Conirol programme: T.B. is a major health problem 
in India 1.5 per cent of the total population is estimated to be suffering 
from T. B . of 1 ungs. The main aim of the programme is to detect as large 
a number of patients as possible and lo treat them effectively. Fot the 
tirst time during PHCs were involved in the work of sputum 

examiiuiiions with a target of 50 examinations per month and domiciliary 
ircaiment of T.B. patients and BCG vaccination of new boms and infants. 
During the Seventh Plan case detection and sputum examinations will be 
exiensi vely continued. The villi^ health guides are also being involved 
in essential health education activities including creation of motivation to 
avail of the diagonislic facilities and treatment. 

National blindness conux)l programme etc : India has about 9 
million blind, in addition 45 million suffer from one or the other visual 
impairments. The problem is of large magnitude, causing considerable 
loss to the economy of the counuy. 

A Programme was miiiaicd in 1976 lor immediate relief to the 
needy. Eye care facilities were established at dilTcrcm levels with health 
education measures. Since the beginning of ihc programme upio 1986, 
2000 PHCs and 404 disu'ict hospitals have been provided with opthalmic 
equipment and staff. Sixty medical colleges, 4 regional institutes and 
the National Eye Centre have been assisted for equipment and in raising 
the strength of the faculty members. 
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Centra! mobile units deliver eye care to the remote and inaccessible 
areas. District mobile units are attached with 30 districi hospitals to 
provide comprehensive eye care iKilitiesaway ffom thedistricihospiials. 

The disease ol fiiaria and goitre are endemic in certain stales. 
Necessary measures have been taken to combat the disease. 

Appropriate treatment of common diseases and ii^uries 

Treaunem of common diseases and injuries are to be provided ai 
the sub-centres and FHCsand ippropriaie referral services are also lo be 
organised. Us^ge of local remedies and other facilities is lo be 
encouraged by educating people thereon by enlisting the cooperation of 
other seciors, such as education, panchayat« private medical practitioner 
of mcxtem and indigenous system of medicine. 
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In the Sixth-five Year Pbin there is a change of policy in health care 
services, as follows. 

(1) Rural Health Pfogrammc is to be buili up staiting from the 
village as the base 

(2) Primary Health Centres are lo serve 30,000 population and 
subcenires tor even 5,000 The villages or a population on 1000 is 10 
lorm the base unit where there will be a trained VHC chosen by the 
community, and a tiained Dai. 

(3) Community Health Centres, one in each Blocit, with a 30 
beded hospital, and a system ot referral. 

t4) Co-urdination of programmes under education, water supply 

and saniuuon conu-ol ol communicable disease, MCH and lamily welfaie 
nuiiiuun and 2>4x.ial health, ior best results. 

(5) Training of medical and para medical personnel in adeqtiate 
numbers to meet leiiuircmcnis of the programme. All training 
programmes to include suitable orientation towards rural health care. 

(6) Community participation in the health programmes lo be 
encouraged, with die aim of the community managing dteir own health 
care programme. 

Keeping in mind the goal of 'Health for all by 2000 AD' Health 
services need tt> be organized so that Primary Health Care becomes a 
reality in India. Health services must be. 

( 1 ) Available to everyone with prioruy lur wealcer sections and 
those most at rislc (e.g. babies and small children) 

(2) As close to the needy peisons as iiossible (the VHG and Dai 

uaimng schemes have this aim) 

(3) Oiganised in co-operation with the people themselves 
(community based) 
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In the Covemineni's Muliipmpose Woiker ls» Scheme VHG 
Scheme and Dai inuning Scheme, advaniikges aie; 

( 1 ) bach worker has a smaller populauon to cover, and can deal 
wiih mom ul ihclicalih problems found in a particular family. 

(2) Trained VHGs and Oaii» live and work among Uicir own people 
and so are more acceptable. 

(3) There IS a Le^m approach, beiier supervisions, and bcucr larc 
ol individuals, lamilies and communities. 

(4) The refieiiBl system is improved. 
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DISTRICT POPULATION 

PLAN OF ACTION 



The Existing and fuuue giowih of District populaiion is the best 
indicaior lo identify the Health Prohtems in the District key 
inl'ormation relating to each indicaior has been developed based on the 
1981 Census. According to 1981 census District population is 25.76 
lakhs. The piesent District population for the year 1987 and the 
Projected population for the year 1988 to 1990 and 1991 to 2()00 AD was 
shown in ihc ncxi page. The present natural increase rate 2.24% is taken 
in Lu con.sidcration for calcuiaung the annual growth for the years 1982 
lo 1990. The growih rale of 1.6<:i% was laken as Criteria for the year 
1991 to 2(XX) AD for arriving ihc annual projected population as per the 
D.O Lr Nu. 40024/EE/87 dt. 14-10-87 of ihe Health Directorate. 
Hyderabad. 

The annual populauon thus amved has been taken into 
considcrauon for planning Health Services lor ihc indicauxs 1, 3,4,6, 8, 
12, 13, 14. 

Ndisakhapainam District : 1981 Census Popukaion : 25.76 lakhs 

m7Popuiuuon : 29.41,962 



Projected popuUition at the rate of 2.24% annual 
inciease 



1988 


1989 


1990 


30.07,861 


30,75.237 


31,26,285 

1 



Projccicd Populauon al the rate of 1 .66% annual increases : ^ 
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1991 


1992 


1993 


1994 


1995 


31.78.181 


32.30.938 


32.84^71 


33.39.094 


33.94^22 


19% 


1997 


1998 


1999 2000 A.D 


34^^71 


35,08.153 


35.66.390 


36.25.592 36.59.009 



The health planning and implementation Cycle/Intervention ot the 

IndicaLor lor the years aai arrived by consid^ing the present, Dibiriti 
Assessment ( 1 986/ 1 987) Priority Goals/ Targets to 1 990 and lo 2000 A.D. 
The organisational Structure — Present future i.e.. Manpower 
InfrasLructurc prebcni and proposed in Muiupurpose Health Workers 
Scheme = and also by Esiablishmcni of 30,000 population in Plain 
arcay2U,0(X) population in Tribal areii as well as 500 population 
Sub-cenue and 3,000 populatiofl sub- centres in Plaii^nbal aieas 
completely in near future. 

GOALS. FOR HEALTH AND FAMILY WELFARE PROGRAMME 

VISAKHAPATNAM DISTRICT 



In the enclosed 1 7 Indicators explanation of the present services 
which are being provided in the Districiarc explained in col 6 and besides 
the proposed activities from 1988 to 1990 and from 1991-2(XX) A.D. Col. 
7 and 8. The lacilities available for Health Caie delivery in the disuict 
and future needs, Man power. Infrastructure. Resources ate detailed in 
cols. 9, 10, and 11 . The objective of detailing these aspects are lo use 
the effective Human Resources to lake required actions for the 
improvement of the Health status of the community. 
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